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ABSTRACT 
Through written survey and recorded interviews a snapshot in time was taken on how 
theorists of five promising approaches - Applied Behavioral Analysis, TEACCH, Daily 
Life Therapy, Miller Method, and DIR - think about children on the autism spectrum. 
Some of the findings include agreement on the need for a better definition of autism, the 
need for treatment-based research for developing and maintaining best practice, that the 
diversity of needs of people on the autism spectrum requires a wide range of approaches, 
and a general sense that people with autism have many valued strengths to contribute to 
society. Other findings include extensive use of non standardized assessments along with 
judicious employment of standardized instruments. Finally, all the theorists - some of 
home have spent more than 4 decades helping children with autism - all feel that the 
work they have done can be useful to youth with other challenges as well. 
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CHAPTER ONE 
INTRODUCTION 
The purpose of this study was to lay the groundwork for a comparison of the myriad 
educationally based interventions for children on the autism spectrum. Effective 
comparison of methodologies will enable professionals to better match specific methods 
to a child's particular needs. The absence of comparative studies in educational 
interventions studies (Prizant & Rubin, 1999) may be due, in part, to a lack of 
standardization in measuring the efficacy of methodologies (Prizant & Wetherby, 1998). 
The laying of this groundwork involves the development of a matrix that addresses key 
characteristics across the different methodological approaches, including theoretical base, 
goals, initial learning environment, and measurable outcomes, based on a thorough 
review of the literature. The remainder of the information, categorized as advantages, 
concerns, errors, and future directions for research, will be obtained by querying key 
figures involved in developing the interventions chosen for study. 
Autism Spectrum Disorders 
Autism is a complex developmental disability, typically occurring within the first 
three years of life (APA, 2000; ASA, 2004). According to current estimates, autism 
occurs in as many as 11166 births (Bertrand eta!. , 2001) with a prevalence in certain 
areas of the United States reaching 1% of the total elementary school population (Silbert, 
1999). Thus, autism and its related disorders of pervasive developmental delay-not-
otherwise specified (POD-NOS) and Asperger Syndrome are some of the most common 
developmental disabilities (U. S. Department of Education, 2002) . 
People with autism spectrum disorders often experience severe challenges in verbal 
and nonverbal communication, social interactions, and leisure or play activities, making it 
hard to interact with others and to relate to the outside world (APA, 2000). Self-injurious 
and/or aggressive behavior may be present, along with repeated body movement such as 
hand flapping or rocking. Unusual responses to people or attachments to objects and 
resistance to changes in routines are also often present. Further, persons on the autism 
spectrum usually experience sensory distortions in the five outer senses of sight, hearing, 
touch, smell, and taste, as well as the inner senses of proprioception and the vestibular 
(Myles, Cook, Miller, Rinner & Robbins, 2000; Shore, 2003). 
Meaning "self' in Greek (Stein & Urdang, 1966), the word autism was first used in 
1906 (Bleuler, 1950), but did not come into popular usage until 1943 by Leo Kanner, 
who coined the term refi'igerator mother ( 1943) to refer to mothers of children with 
autism, later popularized by Bruno Bettelheim ( 1967). Thus, during the 1940-1960s 
autism was considered to be a rare psychological disorder as a result of mother-child 
pathology (Bender, 1947; Bettelheim, 1967; Mahler, 1952; Rank, 1949) and having an 
incidence rate as low as 2.33/ 10,000 (Hoshino, Kumashiro, Yashima, Tachibana, 
&Watanabe, 1982). Treatment focused on curing autism in a psychodynamic therapeutic 
milieu. 
During the mid 1960s attention to determining the etiology of autism shifted to 
neurobiological causes (Rimland, 1964) and resulting organic dysfunction (Frith, 1989), 
stimulating biological research into the cause and cure of autism. In the 1990s, research 
expanded into obstetric and postnatal, neurological, environmental, immunological 
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factors, as well as vaccinations, allergies to certain foods and gastrointestinal track 
origins (Kauffman, 1993; Lauritsen et al., 1999; Tsai & Ghaziuddin, 1992). However, to 
this point, there remains no conclusive evidence as to the etiology or etiologies of autism 
spectrum disorders (Rapin, 1997). 
Although there are no definitive answers to the cause(s) of autism (Rapin, 1997), 
significant attention has been paid to teaching children with autism spectrum disorders to 
lead fulfilling and productive lives to the best of their ability. 
Intervention/Treatment 
Numerous methodological interventions and therapies have been developed for 
working with children on the autism spectrum. Basically, they can be categorized as 
biomedical, neurosensory, psycho-dynamic, and behavioral/educational. Practitioners of 
biomedical treatments look at autism as resulting from chemical imbalances in the body. 
Some examples of biomedical treatments suggest the need for repair to the immune 
system wounding exacerbated by vaccinations (Taylor et al., 2002; Wakefield et al. , 
1998), alleviating allergies to certain substances (Waring, & Klovrza, 2000; Waring & 
Ngong, 1993), and chelating to rid the body of heavy metal toxicity (Bernard et al., 
2001). 
Neurosensory treatments include sensory integration (Ayers, 1972, 1979; Bundy, 
Lane, & Murray, 2002; Dunn, 1997; Huebner, 2001), facilitated communication (Biklen, 
1993) and, to some extent, Daily Life Therapy as practiced at the Boston Higashi School 
for Children with Autism (Kitahara, 1983). 
The psycho-dynamic-based interventions include holding therapy and psychotherapy. 
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Holding therapy (Welch, 1983) is based on the notion of autism being caused by 
motivational conflict behavior (Tinbergen & Tinbergen, 1983). Treatment involves the 
parent "enveloping" the child while showering him or her with verbal and other positive 
affective expression. Practitioners of holding therapy believe that by overcoming the 
child's resistance to being held reduces avoidant behaviors and promotes more positive 
interaction (Richer, 1983; Richer & Nicol, 1971; Zappella et al., 1991). 
Beginning shortly after Kanner (1943) wrote his seminal paper describing 11 children 
with autistic behaviors, practitioners of the psychotherapeutic approach attempted to 
undo damage caused by child-mother relational pathology (Kanner 1973; Kanner & 
Eisenberg, 1956). At present, it is widely recognized as best practice for practitioners of 
the psychoanalytical approach to consider any psychological or psychiatric disorders to 
be comorbid with or very likely secondary to the etiology of autism spectrum disorders 
(Dan Rosenn, personal communication, October 18, 2001 ; Martin Miller, personal 
communication, March 23, 2003). 
Purpose of the Present Study 
Aside from biomedical interventions, the greatest amount of research has been 
devoted to the educational/behavioral/developmental approaches. While the importance 
of research into endocrinology, genetics, biology , neurology, as well as other areas of 
etiology and intervention cannot be overemphasized, along with the realization that the 
previously mentioned approaches often play an important and even vital role in helping 
people with autism, this study will examine five promising programs in the 
educational/behavioral/developmental domain because of the difference in the way data 
4 
are collected, assessed, and acted upon as contrasted to the biological and other 
categories of intervention for example, practitioners of behaviorally oriented intervention 
often focus on modifying a child's actions through operant conditioning whereas the 
developmentally based approaches will work to close gaps in a child's developmental 
areas of deficits. It is hoped that this study will prompt similar work with the other 
intervention categories, with the eventual goal of standardizing first the discussion and 
assessment of, and, finally, developing a reliable manner of matching intervention(s) to 
the needs of children on the autism spectrum. 
The educational approaches chosen for study include Applied Behavioral Analysis 
(ABA) (Lovaas, 1987, 2002); Treatment and Education of Autistic and related 
Communication-handicapped Children (TEACCH) (Mesibov, 1995; Mesibov, Shea, & 
Schopler, 2004); Daily Life Therapy (DLT) (Kitahara, 1983); the Miller Method (MM) 
(Miller & Eller-Miller, 1989, 2000); and Developmental Individual-Difference 
Relationship-Based Model (DIR) (Greenspan & Wieder, 1998). These methodologies 
range on a scale from being maximally therapist and prescriptive oriented in tetms of 
setting the agenda for a particular session to being child-centered in te1ms of determining 
the activities and outcomes of a session. 
Key figures in the development and continued research of the educational 
methodologies will be interviewed to gather information for this study. Specifically, 
Tristram Smith will be approached for ABA since he studied closely with Ivar Lovaas, 
who initiated practice and research into this approach. Gary Mesibov co-developed 
TEACCH and will , therefore, be interviewed related to that approach. Kiyo Kitahara 
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began initial work on developing Daily Life Therapy as practiced at the Boston Higashi 
School. However, since she passed away in 1984, Ann Robe1is, a psychologist of the 
Boston Higashi School, will be interviewed as the key figure in the continued practice 
and development of DL T. Finally, Arnold Miller and Serena Wieder will be interviewed 
for information regarding the MM and DIR, respectively 
As mentioned, the incidence rate of children diagnosed with autism has risen 
dramatically from 2.33/10,000 in the 1960s (Hoshino, Kumashiro, Yashima, Tachibana, 
& Watanabe, 1982) to 60/10,000 in 2002 (Wing & Potter, 2002). The 24'11 Annual Report 
to Congress on the Implementation of the Individuals with Disabilities Education Act 
(2002, p. II-21) indicates children with autism aged 6-21 in the public schools increased 
from 245 to 78,749, or a percentage change of 1,354% from the 1991-1992 to the 2000-
2001 academic years. Given the raise in incidence of autism spectrum disorders along 
with the resulting increase in outlay of resources for education and treatment, it is 
imperative that in addition to mandating rigorous scientific study and identification of 
best practices, a procedure be developed to determine which method best suits a 
particular child. Despite a great deal of research on educational interventions, to date no 
studies have compared these interventions. 
Based on a summary in matrix form developed by Yam ell (2000) and Miller (2000), 
the five promising methodologies chosen for this study will initially be examined for 
strengths and challenges. Through a thorough literature review, a matrix consisting of 
the following characteristics will be formed: theoretical base, primary goals of the 
intervention, initia1learning environment, measurable outcomes, advantages, concerns of 
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the methodology, and common eJTors made by practitioners of the method (Yarnell, 
2000). The "theoretical base" section will analyze the research upon which the 
methodology is based. The "goals" section will look at the primary goals of the 
intervention for helping the child on the autism spectrum. "Initial learning environment" 
will describe how the intervention is commonly applied for children with autism. 
"Measurable outcomes" will focus on the measurable gains the methodology strives to 
achieve as determined by practitioner use of standardized assessment tools where 
possible. The "advantages" section shall describe key strengths of the methodology, 
whereas "concerns" will address weak areas where the theorists see their biggest 
challenges in treating children on the autism spectrum. Finally, the "common practitioner 
errors" component of the matrix will determine common mistakes made by practitioners 
of a particular methodology. 
Whereas the first four categories of the matrix (theoretical base, goals, initial learning 
environment, and desired outcomes) can be mostly determined through review of the 
literature, the remaining four sections (advantages, concerns, common practitioner errors , 
and future research) will be determined by querying key persons instrumental in the 
development and evolution of these methods, as mentioned above. Fallowing, these 
persons shall be queried as to where they would like to see research heading in the next 
five to ten years . The conclusion will consist of determining what these methods have in 
common, apart, and what gaps remain in helping people on the autism spectrum lead 
fulfilling and productive lives to the best of their ability . 
In summary, the goal of this study was to initiate a process of standardizing analysis 
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and assessment of the myriad interventions designed for children on the autism spectrum 
as can be seen in Figure 1. Such a process will make it possible to conduct further 
research with the goal of filling in some large assessment-based gaps in the continued 
development of techniques for working with children on the autism spectrum. One such 
gap is the absence of studies for matching interventions for particular children with 
particular characteristics, such as close system disorder vs. system fom1ing disorder, or 
distinguishing between children who have formed organized units of behavior around an 
object, person, event, or thought (Miller, 1989; 2000), verbal vs. nonverbal, or children 
with seizure disorders. Another gap in the literature involved the optimal amount of 
intervention for a particular child. Finally, standardized measures of cognitive, social, 
language, and adaptive abilities along with measures of developmental progress over time 
across different program will greatly assist the oven·iding goal of helping persons on the 
autism spectrum lead fulfilling and productive lives to best of their ability. 
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Figure I . Concept map of the study 
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Adapted from personal 
communication with 
Gerald Fain, 3 March 
2004 
'-----------
CHAPTER TWO 
DIFFERENT WAYS OF THINKING ABOUT AUTISM AND INTERVENTIONS 
This chapter examines how people from different professions such as medicine and 
education consider the causes or etiology of autism and its treatment. Additionally, 
viewpoints from diverse bio medically-oriented practitioners and those from the 
educational fields shall be examined. 
The History and Etiology of Autism 
Swiss psychiatrist Eugene Bleuler first introduced the term autism in 1906 to describe the 
quality of his patients' psychotic ideation in which they referred everything to themselves 
(Bleuler, 1950). However, it wasn't until 1943 that Leo Kmmer, a child psychiatrist at 
Johns Hopkins University, put the term to more widespread use. In a study entitled 
"Autistic Disturbances of Affective Contact," Kanner wrote about a group of 11 children 
who shared certain clinical features , which included profound difficulties in relating to 
other people and accepting changes in their environment (1943). 
Whereas Kanner coined the term early infantile autism, Lauretta Bender ( 194 7) and 
other professionals used the term childhood schizophrenia, as they thought the disorder 
these children presented was the beginnings of the adult form of schizophrenia. Beata 
Rank (1949) and Margaret Mahler (1952) took a psychoanalytical bent, considering 
autism to be a result of mother-child psychiatric pathology. Bruno Bettelheim saw the 
child's autism as a reflection of the mother's rejection of the child, coining the term 
refrigerator mother (1967) to depict a cold, unfeeling mother as the cause for the child's 
autism. 
Kanner was the first to propose that autism be a separate diagnosis and not a part of 
mental retardation or schizophrenia. Further, he was the first, it seems, to point out that 
autism is present from birth and is, therefore, unlike schizophrenia, which is was then 
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considered an acquired syndrome. 
Arguing against the notion of a cold emotional environment as a cause of autism, 
Bernard Rim land ( 1964) advocated for the possibility of a biological nature. Rimland, 
who had a son with autism, vowed to read every word that existed on autism. In the 
process of doing so he also established a nonprofit organization now refe1Ted to as the 
Autism Research Institute. 
Other researchers and professionals interested in autism carried on Rimland's idea 
that autism had a neurobiological basis. For example, Uta Frith claimed that autism 
"undoubtedly ... has a biological cause and is the consequence of organic dysfunction" 
(1989, p. 68). Oliver Sacks (1995), a neurologist who is also a firm believer in a 
biological cause for autism, has speculated that the etiology of this disorder is in some 
cases, genetic. Autism may also be associated "in the affected individual or the family, 
with other genetic disorders, such as dyslexia, attention deficit disorder, obsessive-
compulsive disorder, or Tourette's Syndrome" (Sacks, 1995, p. 248). 
Kauffman (1993) noted in his review of the literature that "autism is known to 
involve a dysfunction of the central nervous system, but the nature of the dysfunction, 
remains unknown" (p. 181 ). Tsai and Ghaziuddin (1992) outlined several possible causes 
of autism, including genetic, obstetric and postnatal, neurological, and immunological 
factors. Other theories of causation point to environment factors , vaccinations, allergies 
to certain foods and the gastrointestinal track. To this day, while compelling cases can be 
made for some particular causes, a comprehensive etio logy of autism remains unclear 
(Rap in, 1997). Possibly, autism results from a mixture of preconditions. Perhaps it is 
biologically, congenitally (Lauritsen et al. , 1999), or environmentally based. Or, maybe 
there is another cause that has yet to be discovered. 
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Definitions of Autism 
The website of the Autism Society of America (ASA) defines autism as a complex 
developmental disability that typically appears during the first three years of life (Autism 
Society of America, 2004). ASA and other organizations promote the theory that autism 
results from a neurological disorder that affects brain functioning. As reported by the 
Center for Disease Control and Prevention (2004), autism is four times more prevalent in 
males, affects people regardless of race, ethnic background, social status or educational 
level. 
Autism and its associated behaviors have been estimated to occur in as many as 1 in 
166 individuals (Wing & Potter, 2002). Over one and a half million people in the United 
States today have autism or some form of pervasive developmental disorder (ASA, 
2004). This number is in sharp contrast to a mere 34,101 cases of autism identified in the 
1998 Twentieth Annual Report to Congress on the Implementation of Individuals with 
Disabilities Education Act (p. II-16) and the 78,749 cases mentioned two years later in 
the same report. 
A recent study puts the prevalence rate at about 1% of the population in the 
northeastern area of Massachusetts (Silbert, 1999). This makes autism and its related 
disorders of pervasive developmental delay-not-otherwise specified and Asperger 
Syndrome some of the most common developmental disabilities. 
The definition of autism on the Autism Society of America website closely agrees 
with the Diagnostic and Statistical Manual (DSM IV-TR, 2000) mentions the 
consequences of autism on the normal development of social interaction and 
communication skills . The Diagnostic and Statistical Manual (DSM IV-TR; 2000) notes 
difficulties in verbal and nonverbal communication, social interactions, and leisure or 
play activities. The disorder makes it difficult for children to communicate with others 
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and to relate to the outside world. In some cases, aggressive and/or self-injurious 
behavior may be present. Persons with autism may exhibit repeated body movements 
(hand flapping, rocking), unusual responses to people or attachments to objects and 
resistance to changes in routines. They may also experience sensory distortions in the 
five outer senses of sight, hearing, touch, smell, and taste as well as the inner senses of 
the vestibular and proprioception (Myles et al. , 2000; Shore, 2003). 
Classification and Challenges Inherent in Classification-
The classification Pervasive Developmental Disorders (PDD) serves as an umbrella 
for the diagnoses of Autism, Asperger Syndrome (AS), Pervasive Developmental 
Disorders-Not Other wise Specified (PDD-NOS), and other disorders as outlined in the 
Diagnostic and Statistical Manual of Mental Disorders of the American Psychiatric 
Association (APA, 2000). The diagnoses that fall under the PDDs in the DSM IV-TR 
exhibit common characteristics in communication and social deficits, but differ in terms 
of severity. For example, the autistic disorder itself is defined as the "presence of 
markedly abnormal or impaired development in social interaction and communication 
and a marked restricted repertoire of activity and interests" (APA, 2000, p. 66). The 
DSM IV-TR notes that mental retardation, mostly in the moderate range, is associated 
with autism. The diagram below, as adapted from Bryner Siegel 's The World of the 
Autistic Child (Siegel, 1996, p. 1 0) , shows where autism fits into the umbrella of the 
pervasive developmental diagnoses . 
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Figure 2. Autism compared with other disorders. 
Developed from Siegel, B. (1996). The World of the autistic child: 
Understanding and treating autistic spectrum disorders. New York: Oxford 
University Press. p. 10. 
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However, this depiction isolates autism from the diagnoses of AS and PDD-NOS and 
does not depict the true relationships between these disorders. That is, AS and PDD-
NOS are not classified as part of the autistic continuum. According to the way these 
diagnoses are listed in the DSM IV-TR, the autistic disorder appears as only one out of 
the five diagnoses listed under the numerical category of299. As a result, parents of 
children with diagnoses of PDD-NOS and AS often consider their children not to be on 
the autism spectrum. 
However, addressing autism, AS and PDD-NOS by what they have in common 
makes it easier to understand their relationship to each other and the PDD category in 
general. These three diagnoses share the specific delays in social interaction, 
communication and restricted repetitive and stereotyped patterns of behavior, interests 
and activities (APA, 2000, p. 66) as well as challenges to the sensory systems (Myles et 
al., 2000; Shore, 2003). 
PDD-NOS is often used as a "catch-all" in which to cast children who exhibit a 
certain number and severity of autistic traits. Often the examiner using this designation 
doesn't quite know where to place the child or wants to protect parents and child from the 
stigma of an autism diagnosis (Daniel Rosenn, personal communication, October 18, 
2001 ). The reality is that an autism diagnosis will provide more services in many school 
municipalities. Thus, it should be used when it is appropriate . 
Perhaps an even better way would be to place more emphasis on providing what a 
child needs as opposed to getting caught up in which "brand" of autism is involved. To 
this end, considering autism as a spectrum disorder with varying degrees of severity and 
presentation may be of help . 
When examining the criteria of these diagnoses in the DSM IV-TR, it makes more 
sense to classify autism, PDD-NOS, and AS as a separate disorder-- the autism 
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spectrum. Looking at these three conditions as part of the autism spectrum does more to 
bring them together based on their similarities than dividing them into distinct categories. 
Figure 3. The autism spectrum. 
THE AUTISM SPECTRUM 
Severe Moderate Light 
Kanner's PDD-NOS HFA/AS 
Increasing Variability of Presentation 
-Rosenn, D. (1997). Autism spectrum severity wedge. 
From As er ers : What We Have Learned in the '90s Conference, Westboro, MA. 
A diagram developed by Daniel Rosenn ( 1997) shows autism as a spectrum disorder 
with different levels of severity and presentation. Considering autism as a continuum of 
its own may help solve the problems of defining and classifying people who are within 
the autism spectrum. The cluster of circles at the Severe-Kanner' s end of the graphic 
depict the relative ease of diagnosing autism in a person when she is at this end of the 
spectrum. Towards the moderate area, the presentation of autism becomes more varied 
as indicated by the introduction of different shapes such as the square and the triangle . 
The high-functioning-Asperger (HFA/ AS) portion includes the greatest diversity of 
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shapes because the variation in presentation, along with the number of people with autism 
in this area are the greatest. At the extreme right, those with autism blend into the 
general population. This wedge diagram shows that it is impossible to state 
unequivocally that a person with autism must have a particular trait or cannot have 
another trait. 1 
There is a point where a person may actually move off the autism spectrum. The 
person still has the tendencies but may be considered an "autistic cousin." Coined by 
Autism Network International (Sinclair, 2005), the term autistic cousin refers to 
somebody whose autistic tendencies are not strong, nor numerous enough to be 
considered as being on the autism spectrum. At this point, it can be difficult to tease out 
whether certain attributes result from personality or from the autism spectrum disorder. 
While one should not blindly pigeon-hole children into any one of these categories, it 
appears that most children with autism fall mainly into one of these categories with 
possible small overlaps into the others. 
I am indebted to Dr. Daniel Rosenn for both granting me penniss ion to use this graphic and 
his explanation of its relation to the autism spectrum disorders. 
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Different ways of Thinking about Autism 
Below is an examination of how some key figures in field of autism considered or 
consider the characteristics in people that are considered to have autism. Leo Kanner, the 
first person to popularize the use of the work "autism" and Bruno Bettelheim considered 
autism as primarily a psychiatric disorder caused by deficiencies in parenting. Bernard 
Rimland initiated a new paradigm emphasizing possible biomedical descriptions, 
etiologies, and treatment of autism; laying the groundwork for neurological, 
immunological, toxicology, and other biomedical possibilities. 
Leo Kanner and Bruno Bettelheim 
While Leo Katmer (1943) made some astute observations of children on the autism 
spectrum and their families , some of the etiology was inconect. In his paper Autistic 
disturbances of affective content, Kanner noted that most family members (especially 
adults) tended to focus on the abstract components of scientific, literary, and artistic 
matters rather than to focus on people (1948, p. 248). According to Kanner, parents 
exuded a type of cold, obsessive, and mechanical demeanor, undermining primarily 
maternal effotis to help their children by following their doctor ' s instruction to the letter 
(Kanner, 1949, p. 424). As early as 1956, Kanner and Eisner referred to an "emotional 
refrigeration" in children having autism without blaming the parents, except for genetic 
factors (Bettelheim, 1967), concluding that the disorder was more organic in nature 
(Katmer, 1948). However, in 1960, Katmer was reported to have written about a 
"refrigerator" type of parent, suggesting that children with early infantile autism were 
" the offspring of highly organized, professional parents, cold and rational ," who "just 
happened to have defrosted long enough to produce a child" (Time, July 25 , 1960, in 
Rimland, 1962, p. 26). Bender ( 1960) and Goldstein ( 1959) further refined the etiology 
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of autism to a defensive reaction against anxiety caused by an organic deficiency in the 
central nervous system. 
Agreeing with Bender and Goldstein on the anxiety component, Bruno Bettelheim, 
posited that the source of the autistic behaviors, rather than from organic impairment, 
emanated from "the child's evaluation that the conditions of his life as being utterly 
destructive" (1967, p. 392), thus developing the term refrigerator mother even further. 
This child's interpretation of his environment led Bettelheim to believe that "Autistic 
children in particular not only fear constantly for their lives, they seem convinced that 
death is imminent; that possibly it can be postponed just for moments through their not 
taking cognizance oflife" (Bettelheim, 1967, p. 63). Terming it an "extreme situation" 
(p. 64), Bettelheim held that the intense anxiety resulting from fear for one's life 
(Rodrigue, 1955) was caused by a home life that was likened to prisoner experiences in 
the Nazi concentration camps. The "extreme situation" of the home life being like a Nazi 
prison camp was filled out with the oppressor role of the SS guards as the mother "who 
didn't want the child to be (Bettelheim, 1967, page unknown) . The role of the Moslems 
as the victims in the camps was now the autistic child; all resulting in the same end 
product- fear for their lives . 
Bernard Rimland 
Bernard Rimland felt that the psychogenic approach should be discarded (Bettelheim, 
1967; Rimland, 1964) in favor of treating autism as a disease to be worked on with 
biomedical treatment. Expanding on the work of Kanner and Eisenberg (1956) , Rimland 
( 1964) outlined five reasons supporting a biological etiology. 
1. Some clearly autistic children are born of parents who do not fit the 
autistic parent personality pattern [outlined by Kanner ( 1943)]. 
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2. Parent who fit the description of the supposedly pathogenic parent 
almost invariable have normal, non-autistic children. 
3. With very few exceptions, the siblings of autistic children are normal. 
4. Autistic children are behaviorally unusual "from the moment of birth." 
5. There is a consistent ratio of three or four boys to one girl. (Rimland, 
1964, p. 51) 
Rimland continued with four more reasons developed from his research. 
6. Virtually all cases of twins reported in the literature have been 
identical, with both twins afflicted. 
7. Autism can occur or be closely simulated in children with known 
organic brain damage. 
8. The symptomatology is highly unique and specific. 
9. There is an absence of gradations of infantile autism which would 
create "blends" from normal to severely afflicted. (Rimland, 1964, p. 
51) 
Rimland concluded with the realization that while he is unable to rule out 
psycho-social influence in the etiology of autism, there is a lack of sufficient 
evidence pointing to psychogenesis as a primary cause (1964) and that his 
findings are "highly consistent with expectation based on organic pathology" (p. 
61 ). Rim land has begun the process of relieving the mother from psychologically 
oriented blame in causing autism in her child. 
Biomedical 
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Bernard Rim land can be credited for shifting the focus of the etiology of autism from 
being primarily psychological in nature to biological events in a child ' s development. 
Some of the key areas of possible biomedical causes to be explored include the roles of 
the immune system, neurology and sensory differences. Other professionals in the field 
consider autism more as a developmental delay. 
Immunotoxicological Wounding 
A medical viewpoint regarding the etiology of autism claims that it starts from an 
already compromised immune system that receives a subsequent insult from any one of a 
number of possible sources, including thimerosal and/or other heavy metal toxins from 
the environment. 
Vaccines 
Research into the effects of vaccinations on regressive autism had been going on 
since the 1980s. Children who develop typically until about 18 to 24 month and then 
acquire the characteristics of autism are considered to have regressive autism. The 
possibility that vaccines, and in pariicular the measles-mumps-rubella (MMR), linked 
towards this form of autism combining developmental regression and gastrointestinal 
symptoms occurring shortly after immunization are of interest to some researchers. 
The three main components of this form of autism included: 
1) there is new phenotype of autism involving regression and gastrointestinal 
symptoms , 
2) this new variant is responsible for the alleged rise of autism rates , and 
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3) this phenotype is associated with biological findings suggestive of the 
persistence of measles infection" (Fombonne & Chakrabarti , 2001 , p. E58). 
The main impetus behind the increased scrutiny of vaccinations for a possible 
association with autism is that the prevalence of autism was increasing simultaneously 
with infant vaccination coverage combined with autistic tendencies being first noted 
shortly after vaccination (DeStefano & Chen, 2001a; 2001b). 
The controversy over vaccinations as a cause of autism reached a peak beginning 
with a study printed in February of 1998 led by Andrew Wakefield , involving a 
consecutive series of 12 children with regressive autism. All the subjects had 
gastrointestinal symptoms , including abdominal pain, diarrhea, bloating , and in some 
cases, food intolerances (Wakefield et al. , 1998, p. 637). Wakefield and colleagues found 
that behavioral symptoms of PDD in 8 of the 12 children was noted by parents 1-14 days 
(average 6.3 days) after their measles , mumps , and rubella vaccination (1998 , p. 638). 
See Table 1. 
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Table 1. Autistic Tendencies after Exposure to the Mumps , Measles, Rubella 
Vaccination. 
Behavioral 
Child Diagnosis 
Exposure Interval from 
identified by exposure to first 
parents or 
doctor 
behavioral 
symptom 
Features associated 
with exposure 
Age at onset of first 
symptom 
Behavior !Bowel 
:Autism :MMR 
1
2_ ............. ____ ·_·_-..l-+A·_-_-_···~---_ti~ri~::::::::••J•BB~ : ..  j) week . . . j ~~Y~I:/9~liT\~~~~ u 2 !p()J1tb? . ~()t ~()Wn !2 weeks J?~lfiJ1jliiY [13 months !20 months 
3 !Autism .............. !M:M:!3: ... i48 h !Rash and fever i 14 months !Not known ········~ .................................................. ~ ······················-············-······ 
4 Autism !Measles vaccine at Repetitive behavior, [4.5 years i 18 months 
i 15 months followed self injury, loss of 
[by slowing in self-help 
_ ___ 
1 
__ 1_1~1!~~;_ Y,: __ •~-=-•=e.:: .. :::~ -........ ; ........................................................................................... ; ..................................................... ; ........................................ ..... 1 
5 Disintegra- !None- MMR .Self-injurious A years 
tive disorder? iat 16 months 'behavior started at 1. 
! 18 months f·-· ............................................................................ : ............................................................ , ... : ... ::: .... :.:.:.::: .. : .. :.::.: .. :.::: ............................................ ;................................................................... . .. ... ·········f······ ............................................................. . 
Autism iMMR ! I week Rash & convulsion; i 15 months 18 months 6 y--j;\;;"j;;;;;--~MMR Tz4 h -- ~¥;~-..~i .. u.-:::~.:.Y~ •...: ..... ,.n···· g·c···· a·e···· z ... : ........................ ;!. 2·······1···· ··m········o······n······t-·h······s·············•··2········y······e····a······r--s 
avoidaJ1c;~ ---······························· ......... [ .................................................... . 
· 19 months 19 months ········· ············-··•····-·····-··················· ····· 8 Fever, convulsion, !2 weeks Autism 
9 Autistic Recurrent 
. J i~~~k -·(····M·········M·········R······-··2····· ··················'·'~-'::~s.:~.::.n ... &::t .. e .... ~.:e:_ :i _:::.;.:.;_:r _ _.~·-·:··::.-- .:k·······o·····f···············':··l·····8·······n······1···o······n·····t···h······s·············· '··2······.-·5·········y·· ·· -~-ars 
spectrum 
disorder 
otitis media [months previously play 
·1-o--·····-··- .. r·p·~st·~~i;:·~-c- Measles ·············l24···h···· ····································-·········· 
!encephalitis? (previously 
[ vaccinated 
............. L ............................................. ~i~b .. M:M!3:) . 
11 !Autism MMR 1 week 
I 
·- ·-· ···-~· ··· ·""""t ' "''"' ' ' ' 
12 !Autism None-MMR at Loss of speech 
15 months development and 
deterioration in 
language skills 
noted at 16 months 
MMR=measles , mumps, and rubella vaccine 
Fever; ;-~~h ·& ······· Tis months ·······: N~ih;~~~ 
vomit ing 
Recurrent "viral 
pneumonia" for 8 
weeks following 
15 months Not known 
MMR ;.:.: .. :.: .. : .. : .. : ... ~........................................................ ;................................................ . ..................................... . 
Not known 
From Wakefield eta!. (1998). "IIeal-lymphiod-nodular hyperplasia, non-specific colitis, and pervas ive 
developmental disorder in children." The Lancet. Vol 351 Feb 28 ;351 (9 103):639. 
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The findings from this study be Wakefield et al suggested a correlation between the 
Mumps , Measles , Rubella vaccine and autistic tendencies. "Intestinal and behavioral 
pathologies may have occurred together by chance, reflecting a selection bias in a self-
referred group; however, the uniformity of intestinal pathological changes and the fact 
that previous studies have found intestinal dysfunction in children with autistic-spectrum 
disorders , suggests that the connection is real and reflects a unique disease process" 
(Wakefield et al, 1998, p . 639). 
The link between celiac disease and behavioral psychosis was first noted in 1961 by 
Hans Asperger. Low concentrations of alpha-1 antitrypsin were found in children with 
autism in 1971 (Walker-Smith, & Andrews). Further, D 'Eufemia et al. (1996) found 
abnormal intestinal permeability in 43 % of a group of children with autism who had no 
gastrointestinal symptoms, and none for matched controls. Wakefield et al. concluded, 
"Inflamed or dysfunctional intestine may play a part in behavioral changes in some 
children" (1998, p . 639). 
The "opioid excess" theory of autism was first noted by Panksepp ( 1979) , and later 
validated by Reichelt et al. (1993), and Shattock , Kennedy, Rowell , and Berney (1991). 
According to these studies, "autistic disorders result from the incomplete breakdown and 
excessive absorption of gut-derived peptides from foods, including barley, rye , oats, and 
casein from milk and dairy produce" (Wakefield et al, 1998). "These peptides may exert 
central-opioid effects, directly or through the formation of ligands, with peptidase 
enzymes required for breakdown of endogenous central-nervous-system opioids 
(Shattock, Kennedy , Rowell, and Berney , 1991 ). As a result, normal neuroregulation and 
brain development by endogenous encephalins and endorphins are disrupted. 
The increased intestinal permeability to exogenous peptides results in a deficiency of 
phenyl-sulphus-transferase systems (Waring & Ngong, 1993). In other words, the 
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previous and other studies suggest that people with autism present lower levels of plasma 
sulphate and higher levels of urinary sulphate than non-symptomatic controls (Alberti, 
Pirrone, Elia, Waring , & Romano , 1999; McFadden , 1996; Waring & Klovrza, 2000). 
The normally sulphated glycoprotein matrix of the gut wall acts as a regulator for cell and 
molecular trafficking (Murch , Macdonald, Walker-Smith, Levin, Lionetti, & Klein, 
1993). Disruption of this matrix and increased intestinal permeability as described above 
are both features of inflammatory bowel disease (Gupta , 1996), possibly resulting in both 
intestinal and neuropsychiatric dysfunction as seen in many children with autism 
(Wakefield et al., 1998). Intestinal inflammation without detectable neurological 
abnormality suggests an external influence on cerebral function (Wakefield et al., 1998). 
Lucarelli and colleagues (1995) noted improvement in children's symptomatic behavior 
upon removing enteric antigen, suggesting that the condition is reversible. 
Viral encephalitis, especially when occurring early in life, has been shown to lead 
towards autistic disorders (Wing , 1996). The rubella virus has also been associated with 
autism as well as the MMR vaccine (Wakefield et al., 1998). However, Wakefield et al. 
note that the monovalent measles vaccination had no such association (1998) . 
Fudenberg' s study (1996) indicates that 15 of 20 children on the autism spectrum 
developed autistic characteristics within a week of vaccination. That same year, Gupta 
(1996) commented on a striking association between the MMR vaccination and the 
children he investigated for regressive autism. Despite the association between the MMR 
vaccination and resultant autistic behaviors described by Wakefield and colleagues 
(1998) , proof that this vaccination causes autism remains elusive. 
However, a study by Paul A. Offit, MD, FAAP , Chief of Infectious Diseases and 
Director of the Vaccine Education Center at Children's Hospital of Philadelphia, and 
colleagues (2002) agrees with previous work (Brunell, Novelli , Lipton & Pollock , 1988; 
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Dashefsky, Wald, Guerra, & Byers, 1990; Deforest et al. , 1988; DeStafano et al. , 1982; 
Englund et al., 1989; Sheinfeld et al., 1998) that children react to the measles, mumps, 
rubella vaccines similarly to their monovalent versions. A 2001 study by Robert Davis et 
al. to address whether receipt or timing of measles-contai ning vaccine (MCV) increases 
risk for irritable bowel syndrome with 155 subjects found that neither MMR vaccination, 
nor the timing of the vaccination early in life had any material effect on irritable bowel 
syndrome. Similarly, no causal association between the MMR vaccinations and autism 
was found in a study by Taylor et al. (1999). Other researchers (DeStefano & Chen , 
2001; Fombonne & Chakrabarti , 2001; Taylor et al., 2002) were unable to find supp011 
for MMR associated autism with developmental regression and bowel problems , 
providing further evidence against involvement of MMR vaccine in the initiation of 
autism. 
While Offit (2002) agreed with earlier studies (e .g ., Brody & McAlister , 1964; Brody, 
Overfield , & Hammes , 1964; Ganguly, Cusumano , & Waldman , 1976; Hirsch et al. , 
1981; Kupers, Petrich, Holloway, & St. Geme , 1970; Starr & Berkovich , 1964; Zweiman, 
Pappagianis , Maibach , & Hildreth , 1971 ) stating "that vaccines may temporarily suppress 
"delayed-type hypersensitivity skin reactions or alter certain lymphocyte function tests in 
vitro" (p. 127), he noted that thi s possible short-lived immunosuppression "does not 
result in an increased risk of infec tions with other pathogens soon after vaccination" (p. 
127). In other words, vaccinations do not increase the risk of subsequent infec tions with 
other pathogens (Black et al., 1991 ; Dav idson et al. , 199 1; Storsaeter , 1988) as "current 
studies do not support the hypothesis that multiple vaccines overwhelm , weaken, or ' use 
up ' the immune system" (Offi t , 2002, p . 127). 
Bradstreet (2002) proposed a "core pathology" of three main areas consisting of 
immunotoxicological wounding , viral persistence , and sulfur (cysteine) depletion , 
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metallothione, and glutathione disruption. The process begins with a wounding of the 
immune system by thimerosal and other toxins such as PCBs, aluminum, mercury, and 
insecticides (Edelson and Cantor, 1998; Institute of Medicine, 2002). Edelson and 
Cantor ( 1998) found that the interactions of these toxins with immune system dysfunction 
related to the "development of behaviors found in the autistic spectrum" (p. 561). 
Bradstreet (2002) agreed that it is likely that a combination of these toxins create this 
initial wounding. Vaccinations meet the goal of preventing a preventable disease such as 
polio in exchange for an ear infection or asthma. However, these infections result in the 
child receiving recutTent antibiotic treatments. In turn , this exposes the child to yeast 
infections or yeast persistence. The cycle continues . 
Bradstreet (2002) pointed out several ways in which immune dysfunction shows up: 
A. Immunoglobin (antibodies) deficiency, such as IgA; is low in about 25 % of the 
children (Gupta 1996). 
B. Subpopulations of Lymphocytes are abnormal (Gupta 1996). The result is an 
immune system in children with autism leaning in the TH-2 direction. In other 
words, the immune system emphasizes the production of antibodies as opposed to 
cellular defenses, thus increasing the possibility of allergies and autoimmunity. 
C. An excess of Tumor Necrosis Factor Alpha (TNF-A), which is a chemical 
messenger that turns on inflammation and can destroy healthy cells (Jyonouchi , 
Sun, & Le, 2001). Under the control of the Matrix Metalloproteinases (MMP) , 
TNF-A breaks down extracellular scar tissue created by wounds (Bradstreet, 
2001). However, when overactive , MMP can factor significantly in most 
autoimmune disorders (Bradstreet , 2002) . When MMP is activated by persistent 
viral infections, persistent measles becomes an important triggering event in the 
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leaky gut and neuroimmune defects commonly documented in children with 
autism (Montelone, Vavassori, Biancone, Montelone, & Pallone, 2002). Further 
research (Singh, Odell , Warren, & Cole, 1993) into persistent measles virus and 
autoimmunity dysfunction in children with autism have found autoantibodies to 
myelin basic protein , a constituent of brain insulation, in up to 58% of children 
with autism spectmm disorder. This figure climbs to 85% in a study of 27 
Indonesian children with autism (Bradstreet, 2002) and to over 90% (Singh & 
Courtney, 2002). It is suggested that an "atypical measles virus infection in the 
absence of a rash but with neurological symptoms might be etiologically linked to 
autoimmunity in autism" (Singh & Courtney, 2002 , p. 702). In addition to 
autoimmunity dysfunction in the brain, the same dysfunction is found in the 
gastrointestinal tract. 
According to Bradstreet's conclusion from a study in Clinical Immunology (2001), 
A child receives live viral vaccines after the immune system is 
primed to react in the wrong way along with the interaction with 
other vaccinations and toxic substances such as thimerosal , 
weakens the immune system, allowing the vaccine virus to have a 
wounded host to invade. (Bradstreet , p. 3, 2002) 
Bradstreet continues onward to suggest that the vaccination schedule directs a TH-2 
shift in the child, decreasing the likelihood of defending against viruses , bacteria and 
yeast as well as being more likely to develop allergic asthma (2002). "The Mumps , 
Measles, Rubella vaccination makes immunoglobulin E (lgE) switching more likely and 
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IgE is a possible way to allergies" (Bradstreet, p. 4, 2002) . Like his colleagues Andrew 
Wakefield and others, there is not a call to stop vaccinating children but rather 
vaccinating in a safer manner (Wakefield et al; 1998; Bradstreet, 2002). 
Viral Persistence 
The weakening of the immune system as describe above leads to a persistence in the 
measles and perhaps other viruses in the gastrointestinal track and in the brain 
(Bradstreet, 2002; Torrent et al., 2002). Although other viruses speculated to be 
persistent in autism include CMV, EBV, and HHV -6, measles has been documented most 
frequently (Dig Dis Sci, 2000; Hornig, Weissenbock, Horscroft, & Lipkin , 1999). 
A study by Uhlmann et al. (2002) revealed the form of inflammatory bowel disease, 
ileocolonic lymphonodular hyperplasia, in 75 out of a cohort of 91 patients with 
developmental disorders. The measles virus was found within the follicular dendritic 
cells and some phocytes in foci of the reactive follicular hyperplasia in the intestines, thus 
"confirming an association between the presence of measles virus and gut pathology in 
children with developmental disorder" (p. 84) . 
Sulfur (Cysteine) Depletion. Metallothione and Glutathione Disruption. 
Phenol sulfotransference (PST) is a detoxification system in the body. Sulphates in 
the blood help the body rid itself of waste products by making them water soluble and , 
therefore, easily excreted. Sulphur metabolism defects resulting in low levels of sulphate 
can lead to the retention of toxins, which can lead to bio-chemical effects on the central 
nervous system. 
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Bradstreet (2002) revealed that in a matched sample study, Rosemary Waring found 
232 children with autism who had reduced blood sulphate levels. In addition , the 
children appeared to be excreting this sulphate through their urine. Reduced sulphation 
affects the gastro-intestinal tract. The mucins that line the gut are sulphated 
glycoproteins, which rely on sulphation to maintain their structure . Reduced sulphation 
has been associated with inflammation , gut dysfunction, and increased permeability 
(Waring & Klovrza, 2000) . 
We observe a low plasma cysteine (sulfur containing amino acid) level 
commonly in autism. Loss of cysteine, the rate limiting step in the 
production of glutathione (GSH) and metallothionine (MT) would result in 
increased oxidative stress, lowered immune function, neurotransmitter 
dysfunction, vagal nerve dysfunction , accumulation of heavy metals 
(especially lead and mercury) and viral persistence. In short, this step is 
likely the final blow in ASD and hence makes repairing this damage key 
to recovery. (Bradstreet, 2002, p. 11) 
The disruption described above has been implicated in causing secondary issues 
children with autism have with (Bradstreet, 2002): 
I. Mercury (Bernard et al., 2000) 
Bradsteet (2000) and Wakefield (1998), advocate care, rather than stopping of 
child vaccinations. 
2. Gluten and casein (Wakefield et al. , 2002) 
3. Seizures (Giovanardi Rossi, Posar , & Parmeggiani, 2000) 
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4. Purine metabolism disorders (Page & Colman , 2000) 
5. Essential fatty acid deficiency (Adams, 2004) 
6. Serotonin abnormalities (Buitelaar & Willemsen-Swinkels, 2000; Novotny & 
Hollander, 2003) 
7. Dopamine pathway abnormalities (Tsai, 1999) 
8. Dysbiosis (Kidd, 2002a; 2002b) 
9. CD 26 also known as DPP-IV, or dipeptidyl peptidase IV (Hildebrandt , Reutter, 
Arck, Rose, & Klapp , 2000). 
Secretin 
The medically oriented approaches maintain that people with autism can be helped via 
chemical intervention. In other words, researchers have found that many children with 
autism have chemical imbalances. Correction of these chemical imbalances can lessen the 
effects of autistic traits. Although there are several drugs available for treating autism, a 
recently publicized dmg, actually a hom1one, is secretin. Secretin was accidentally 
discovered as a possible treatment for autism by the parent of an autistic child who was 
suffering from chronic diarrhea. After a series of tests, including one that involved 
administering secretin to examine pancreatic function, the diarrhea stopped and the child's 
behavior improved remarkably (British Broadcasting Association, 1998). 
Found in the pancreas, liver, and the upper-intestinal tract, secretin stimulates the 
pancreas to release bicarbonate and digestive enzymes into the intestinal tract, where it 
stimulates the liver to excrete bile and the stomach to produce pepsin. Secretin is also 
found in the brain where it stimulates the production of serotonin (Lloyd, 1999). 
Additional cases of success have been rep01ted as a result of using secretin (Horvath et al , 
1998). However, a recent study showed that a single dose of the honnone was not effective 
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in the treatment of autism or pervasive developmental disorder (Sandler et al. , 1999). 
another study indicated that secretin can be an effective treatment for autism (Conners & 
Crowell, 1999). One theory is that secretin works to stimulate proper digestion and 
assimilation of nutrients, which helps to nourish the brain and protect it from neurotoxins in 
foods . Another theory is that secretin stimulates the production of serotonin in the brain, 
which has been known to be abnormally low in individuals with autism. Serotonin is 
responsible for many functions in the brain, including the regulation of arousal, attention, 
and learning. More conclusive data on how secretin works and its efficacy in treating 
autism are still needed. 
Other Drug Therapies 
Often medication is prescribed for the secondary effects of autism (Carpenter, 1999), 
such as anxiety, depression or obsessions. For more able people with autism, relaxation 
techniques and self-imposed "time-outs" are often appropriate for dealing with excess 
anxiety. Antidepressants such as Prozac (Fluoxetine), Seroxat (Paroxetine), and Lustral 
(Sertraline) are commonly prescribed, initially at half dosage before working up to a full 
dose (Carpenter, 1999). Neuroleptics such as Sulpiride, Risperidone and Ami-sulpiride are 
also possibilities but have longer-lasting side effects . Buspirone is a specific anti-anxiety 
drug but has had mixed results in treating excess anxiety. 
Depression is common in people with autism, especially in late adolescence, but can 
often be difficult to spot as the person may have difficulty naming the emotion he is 
feeling (Carpenter, 1999). Depression and mania are often treated with standard 
antidepressants and sedatives. Many people with autism lack a clear sense of their 
emotional status in the way typical people do (Fine & Fine, 1999), which muddies the 
waters for professionals attempting to treat these secondary disorders. 
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Neurological Explanations 
As mentioned, Bernard Rimland (1964) was the first person to suggest that autism was 
due to a neurological defect. Even though much research and literature exists on attempts 
to determine the causes of autism, the findings and claims are often contradictory. One 
neurological explanation of autism is that it is caused by deficits of the frontal lobe 's 
ability to carry out its executive functions, especially in controlling behaviors in new 
circumstances (Russell, 1998). Deficits in language, planning and social cues are 
associated with the frontal lobe whereas lack of facial expression, hypersensitivity to 
sound and touch, and sleep disturbances are more closely associated with the cerebellum 
and brain stem (Sousa, 2001). 
Sousa goes further to suggest that based on research that correlating smaller than 
normal cerebellums in people with autism and mentions a study showing that certain 
parts of the brain stem were also smaller or missing in a brain with autism, probably 
resulting for errant coding of a a variant gene known as HOXAl between the 20th and 24th 
day after conception (200 1). Researchers continue to search for genes that correlate to 
autism beyond the three already identified. 
It is possible that the causes of this baffling disorder may lie in changes in the brain 
stem during early embryonic developments as a result of malfunctioning genes (Rodier, 
2000). The theory is further supported by a study showing that blood samples taken at 
birth from children who eventually developed autism had high levels of four proteins 
involved in brain development , "suggest[ing] that some abnormal processes were already 
underway at birth." Sousa, 2001, p. 200. 
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While genetic variants may not explain all the causes of autism, it is likely that the 
condition begins with a genetic component predisposing a person to autism when it is 
triggered by some other factor (Sousa, 2001). 
"About 10 percent of people with autism display remarkable abilities and skills" 
(Sousa , 2001, p. 200). Such savant skills may be a positive result of a weakness in 
central convergence (Sousa , 2001). Central convergence refers to the ability of the brain 
to process incoming information in context; that is, putting parts together into a 
meaningful whole, possibly resulting in the characteristic focus on detail at the expense 
of global meaning. This weakness in central convergence shows up in studies indicating 
that children with autism are less likely to be fooled by optical illusions and are better at 
finding objects imbedded within pictures (Sousa, 2001). 
According to the Robbins (1997), there are three major areas of the brain where 
neural dysfunction that are theorized to lead to autism. The first is the temporal lobe and 
limbic system (Bachevalier , 1994; Bauman & Kemper, 1985). The second is the frontal 
cortex and striatum; sometimes known as the frontalstriatal systems (Damasio & Maurer, 
1978) , with the third being the cerebellum and brainstem (Bauman & Kemper , 1985). 
Medial Temporal Lobe Hypothesis 
The medial temporal lobe hypothesis derives from post-mortem neuropathology and 
animal neuropsychology (Robbins , 1997). Through autopsy on eight subjects Bauman 
and Kemper (1985) found a greater number of small closely packed cells in the medial 
temporal lobe. Other isolated cases of a similar nature have been found in the amygdala 
(Bachevaliar, 1994). Further, Single Photon Emission Tomography (SPET) has found a 
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conelation between autism and reductions in regional cerebellar blood flow in the 
temporal (Gillberg, Bjure, Uvebrant, Vestergren, & Gillberg, 1993) and in the parietal 
lobes (Lelord et al., 1991). Additional support for the medial temporal lobe hypothesis 
comes from drawing inferences from behavior and cognitive differences caused by 
temporal lobe damage in humans and monkeys. For example, monkeys with lesions 
placed in medial temporal lobes failed to develop socially , exhibited stereotypes and self-
directed activities as well as a loss of apparent fear and disinhibited behavior (Robbins, 
1997). 
However, there are little quantitative data on the effect of temporal live abnormalities 
(Bailey et al., 1996). Other data from CT or MRI scans do not support the hypothesis 
that structural changes in the temporal lobe are significantly conelated with autism 
(Bailey et al., 1996; Courchesne , Press , & Yeung-Courchesne , 1993; Saitoh, Courchesne, 
Egaas, Lincoln, & Schreibman, 1995). "Overall, the temporal lobe theory receives some 
support and has a degree of neuropsychological credibility, but it is not compelling in 
identifying the unique neural substrates of autism" (Robbins, 1997, p. 26) . 
The Cerebellar Hypothesis 
Also arising from neuropathological and neurological observations, the cerebellar 
hypothesis started when Williams , Hauser, Purpura, Delong, & Swisher, (1980) 
"discovered a loss cerebellar Purkinje cells in a single autistic patient" (Robbins , 1997 , p. 
26). Additional findings include reductions in cerebellar granule cells and vermis 
(Bauman & Kemper , 1995 , 1994) as we~! as cerebellar hypoplasia (Courchesne eta!, 
2001; Courchesne, Caprer , & Akshoomoff, 2003; Hashimoto et al., 1995). A controlled 
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study involving I 02 people with autism, mostly with mental retardation but some at a 
high functioning level, found reduced cerebellar volume as well as smaller brainstem 
posterior fossa structures, medulla oblongata, and midbrains (Hashimoto et al., I995). In 
addition, Hashimoto and colleagues (1995) also identified I 0 children of less than 3 years 
of age with developmental delays and poor eye contact and gave them MRI scans prior to 
later confirmed diagnoses of autism, showing that these neural changes were present at 
the earliest signs of infantile autism. According to Robbins (1997), the brainstem 
differences correlate to altered auditory perception and somatosensory variances (Ornitz, 
I983) as well as abnormalities in the brainstem and midbrain relating to changes in the 
chemical neurotransmitter systems of the reticular formation resulting in attentional and 
arousal deficits. 
However , there is no direct "evidence of cerebellar or brainstem deficits using 
functional imaging techniques , include PET" (Robbins, 1997 , p. 26). Additionally, 
Robbins (1997) pointed to a lack of vertical integration to the core symptoms of autism 
and suggested looking at the limbic system, parietal cortex, and the prefrontal cortex via 
the ventrolateral thalamus (Leiner, Leiner, & Dow, I99I). Confounding variables in 
analyzing the cerebellar hypothesis are findings of both hyper- and hypoplasia in the 
cerebellar vermis of people with autism, thus indicating a significant degree of 
neuropathologic heterogeneity of the posterior fossa structures in autism (Courchesne 
Saitoh, Yeung-Courchesne, Press, Lincoln, Haas , & Schreibman, 1994). 
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The Frontostriatal Hypothesis 
The possible role in autism of the frontal cortex and the basal ganglia was first 
considered in by Damasio and Maurer in 1978, primarily on the neurological evidence 
resulting from "dystonias, dyskinesias, gait disturbances, facial asymmetries and other 
psychomotor signs" (Robbins , 1997 , p. 29) . Additional areas affected include the medial 
frontal cortex, structures of the medial temporal lobe as well as the caudate and putamen 
parts of the striatum (Damasio & Maurer , 1978), which con·elate to deficits in certain 
aspects of executive functioning (Ozonoff, Pennington, & Rogers, 1991) and "theory of 
mind" (Baron-Cohen , Leslie, & Frith , 1985) as well as the ritualized stereotyped 
movements and repetitive behaviors frequently found in individuals with autism. 
John Ratey , author of User's Guide to the Brain (2001), talks about the need for 
people with autism to often "engage in unusual practices" (p. 6) or alternate means of 
learning academic subjects , social skills , or getting around in their environment. For 
example, many people with autism who function at a higher level need to learn the skills 
of nonverbal communication through books on body language rather than experientially 
like most people not on the autism spectrum do (Shore, 2003). 
Sensory Explanations 
Difficulties with sensory integration often create significant challenges for people 
with autism (Anderson , 1999; Bogdashina, 2003 ; Greenspan & Wieder , 1998; Myles et 
a!. , 2000; Shore, 2003). When assessing and planning for interventions, practitioners of 
sensory integration therapy consider five outer (tactile, auditory, olfactory, taste, and 
sight) and two inner (vestibular for balance and proprioception for sensing where a 
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person ' s body part are in space and the amount of force needed to accomplish a task) for 
total of seven senses. For the most part, people with autism tend to have have much 
greater variation on the strength of the input of sensory, how it is processed, and often 
with greater distortion then most of the general population. As a result, they are forced to 
depend on unreliable infom1ation from their senses about the environment. 
Neurological Differences Suggesting Sensory Issues Experiences by People with Autism 
Initial research into neurological explanations for sensory differences focused on 
dysfunction, primarily with the vestibular nuclei of the brainstem, which lead to higher 
neural structure problems in processing and refining sensory stimuli for difficulties in 
both orienting to and modulating sensory input from the environment (Omitz, 1989) . 
Abnormalities such as longer processing time for auditory stimuli , smaller event-related 
potentials occurring 300 milliseconds after a stimulus (ERP (P300)), and reversed 
polarity of same to new visual stimuli (Ciesielski , Courschesne , & Elmasian, 1990; 
Lelord et al., 1994; Wong & Wong, 1991). The exaggerated startle response found in 
many people with autism may be partially explained by prolongation of unmodulated 
startle onset latency study that focused on brain stem responses (Omitz, Lane, Sugiyama, 
& de Traversay, 1993). Later research began to show that while brain stem dysfunction 
can be associated with autism, it is not the cause of abnormal functioning (Waterhouse, 
Fein, & Modahl, 1996) and that the cerebellum may be primarily involved (Dunn, 1994; 
Minshew & Dombrowski , 1994). 
Cerebellar Differences in Autism 
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The cerebellum is located on the underside of the brain on top of the spinal cord and 
medulla. Somewhat analogous to the rest of the brain (Sousa, 2001), the cerebellum ' s 
two hemispheres are connected by the vermis, and "includes a cortex of gray matter, 
inner white matter, and several nuclei" (Huebner & Lane, 2001, p. 75). The Purkinje 
cells of the cerebella cortex receive data from the senses allowing the cerebellum to take 
charge of coordinating the timing of all movement on a subconscious level. Conscious 
input, for example from the visual sense, impairs coordination in a task such as watching 
a full cup of coffee while carrying it (Westman, 1990). Rote memory may be stored here 
(Sousa, 2001), as well as pairing movement patterns with specific contexts (Heubner & 
Lane, 2001). Because the cerebellum receives direct input from the cochlea, it has 
particular importance in the acoustic startle response , which is often poorly modulated in 
people with autism (Heubner & Lane , 2001). 
Dysfunction or damage to the cerebellum may result in deficits in sensorimotor 
functioning, low muscle tone , movement coordination, flat affect, and lowered physical 
endurance (Gillman & Newman, 1992). The work of Schmahmann (1994) suggests that 
the structures of the cerebellum govern higher-order behavior and learning as well as 
language, and during states of anxiety and panic. Additionally, injury to the cerebellum 
leads to deficits in detecting errors in performance , shifting attention between sensory 
stimuli , use of inferential reasoning in planning and sequencing components of executive 
function (Heubner & Lane , 2001 ) as well as "organizing visual-spatial information, 
especially in response to novel stimuli" (Heubner & Lane , 2001 , p. 77) . 
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Other characteristics suggestive of dysfunction of the cerebellum include balance 
disturbances, lack of coordination , difficulties with prosody of speech , and motor 
dyspraxia (Jones & Prior, 1985) , as well as proximal muscle weakness , and other postural 
abnormalities consistent with deficits in functioning of the cerebellum (Heubner & Lane , 
2001). 
Looking at the physical nature of the cerebellum, two small studies reveal a smaller 
number of Purkinje cells in both the cerebellar hemispheres and the vermis (Bauman & 
Kempner , 1985; Ritvo, Freeman, Scheibel, Duong, Robinson, Guthrie, & Ritvo, 1984), 
which was confirmed along with other abnormalities, including a smaller cortex , and 
differences in the size and number of neurons in the deep cerebellar nuclei (Hass, 
Townsend, Courchesne, Lincoln, Schreibman, Yeung-Courchesne, 1996). Waterhouse 
(1996) suggests that the dysfunction of the cerebellum found in many people on the 
autism spectrum is actually "secondary to primary medial-temporal lobe deficits" 
(Huebner & Lane, 2001 , p . 80). 
Medial-Temporal Lobe Differences 
The medial-temporallobe of the brain includes systems of the amygdala , 
hippocampus , as well as the neurochemistry circuits for serotonin , oxytocin , vasopressin , 
and beta endorphin (Huebner & Lane, 2001). Considered as a primary source of 
dysfunction in autism (Bachevalier & Merjanian , 1994; Bauman & Kemper, 1994; 
Waterhouse et al. , 1996), initial research into this area of the brain to explain autism 
began with the limbic system (Huebner & Lane , 2001 ). 
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Two types of memory are governed by the medial-temporal lobe. The first is type is 
the habit or procedural , which employs the neocortex, thalamus, hypothalamus , and basal 
ganglia. The second type, representational or declarative memory , employs the 
hippocampus, amygdala, entorhinal cortex, mammillary bodies, anterior cingulate cortex, 
and septum. The former type of memory and listed structures seem unaffected by autism 
and is often enhanced in people with autism whereas the latter, which depends on 
combining sensory input, generalization, and forming coherence and attaching meaning 
to stimuli, are affected (Huebner & Lane , 2001). Thus , "reduced neuronal cell size and 
increased cell-packing" (p. 80) density in the above mentioned structures suggest a 
possible link to a preoccupation with sameness and repetitive behaviors commonly found 
in people with autism (Bauman & Kemper , 1994). Bauman and Kemper also postulate 
that the combination of an intact habit memory with an impaired representation memory 
causes minor changes in the environment to "render that setting as unrecognizable" (p. 
135). 
Other Areas of Brain Difference in Individuals with Autism 
Differences in other areas of the brain suggest answers for the cognitive and 
executive function deficits in autism (Happe & Frith, 1996; Huebner & Lane , 2001; Kolb 
& Whishaw , 1996; Prior & Ozonoff, 1998; Rumsey & Hamburger, 1988). Often 
attributed to the frontal lobe , executive function includes "fine motor skills, voluntary eye 
gaze, spontaneity , strategy formation and planning , cognitive flexibility, metacognition , 
response inhibition , and judgment in social and sexual behavior" (Huebner & Lane , 200 l , 
p. 83). Although people with autism face executive function challenges (Kolb & 
41 
Whishaw , 1996), neuroimaging studies have yet to indicate consistent hemispheric 
asymmetry or frontal lobe abnormalities (Dunn, 1994; Piven & O 'Leary , 1997). Whereas 
intellectually challenging tasks that have defined rules not requiring shifts in attention are 
easier for people with autism, information processing requiring simultaneous processing 
and cognitive flexibility to shift mental have been found to be more difficult regardless of 
intellectual ability (Huebner & Lane, 2001). Although these difficulties are consistent 
with disorders of the frontal lobe systems, it is possible that these traits are secondary to 
dysfunction in the cerebellum, brain stem, or amygdala (Ciesielski & HatTis, 1997; 
Pierce , Glad, & Schreibman, 1997). Frontal lobe dysfunctions have been suggested as 
leading to decreased executive function abilities such as disengagement , inhibition, 
planning actions, maintaining and shifting attention and monitoring performance 
(Huebner & Lane , 2001). Finally, the medial-temporal lobe has also been implicated 
with difficulties in executive functions (Happe & Frith , 1996). 
Dysfunctions of Neurofunctional Mechanisms in Autism. 
Waterhouse and colleagues (1996) "summarized four primary dysfunctions of autism 
and traced these to specific sites and findings of medial-temporallobe and parietal lobe 
disorders" (Huebner & Lane, 2001, p. 82). Canalesthesia, or increased density of cells, 
suggests a prevention of sufficient collateral synapses in the hippocampus where 
integration of the senses occur causing difficulty in interpreting changes in the 
environment (Waterhouse et al. , 1996) combined with visual patterning strength and 
habit establishment may be a cause for the exaggerated preference for sameness (Huebner 
& Lane, 2001; Shore, 2003) is the first dysfunction (Waterhouse et al. , 1996). 
42 
"Impaired assignment of significance to incoming sensory or social stimuli stemming 
from immature and cell-packed density of the amygdala" (Huebner & Lane, 2001, p. 82) 
make up the "second dysfunction" (Waterhouse et al., 1996, cited in Huebner & Lane , 
2001, p . 82). Dysfunction of the amygdala is also implicated with prosopagnosia, 
nonverbal communication, causing the emotional content of interaction to be confusing, 
possibly resulting in avoidance behaviors centered on social interaction (Huebner & 
Lane, 2001). This social avoidance (asociality) is the third dysfunction described by 
Waterhouse et al. (1996), which is thought to be caused by decreased plasma levels of 
oxytocin and vasopressin (Insel, 1997; Modahl et al., 1998) depri ving the receptors of 
these neuropeptides found in the medial-temporal lobe structures in the brain (Modahl et 
al., 1998), causing a downward spiraling effect of lack of social and affiliative behaviors 
in people with autism further decreasing the levels of these neuropeptides (Insel, 1997) 
contributing to "social isolation, which begins in early childhood when the brain is 
developing , sets up behaviors that can last a lifetime" (Ratey , 2001, p. 84). Poor 
development of the parietal in a smaller than average corpus callosum (Hass et al., 1996) 
and temporal polysensory association areas suggest the cause of Waterman 's fourth 
primary deficit of autism of extended selective attention (1996), where some sensory 
stimuli take on exaggerated important at the expense of neglecting other stimuli (Huebner 
& Lane, 2001 ) . 
Taking the four defici ts previously mentioned , the model constructed by Waterhouse 
eta!. (1996) depicts the medial-temporal lobe dysfunction explaining most of the 
symptoms of autism with the addition of cerebellar dysfunction accounting for motor 
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deficits (Huebner & Lane, 2001). The medial -temporal and parietal lobes are responsible 
for difficulties with sensory input leading to frontal lobe deficits, with the suggestion that 
slower-than-average processing brain stem functioning contributing to dysfunctional 
processing (Huebner & Lane, 200 1). 
Figure 4. Areas of dysfunction resulting in autistic symptomology . 
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From L. Waterhouse, D., Fein, & C. Modahl, Neurofunctional Mechanisms in Autism, 
A significant challenge facing neuroanatomical research in autism is the lack of 
conclusive significant physiological brain differences that can be generalized the 
population of people on the autism spectrum (Dunn, 1994; Huebner & Lane , 2001). 
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Additionally, "Causal relationships between symptoms have not been established, 
thought, and the variety of symptoms in autism makes it difficult to find a single cause of 
this disorder" (Ratey, 2001, p. 236). 
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Developmental Explanations 
As categorized in the DSM IV-TR (APA, 2000), another explanation of autism is that 
it is a developmental delay (Greenspan & Wieder, 1998,2000 , 2003; Gutstein , 2000, 
2003 ; Miller & Eller-Miller, 1989 , 2000). Failure to attain the capabilities of joint 
attention (Reed , 2002) and social reciprocity (Conners & Multi-Health Systems Staff, 
1995; Goldstein, Johnson, & Minshew, 2001; Heaton et al., 1993 ; Korkman , Kirk, & 
Kemp, 1998; Minshew & Goldstein , 2001) are consistent with major characteristics of 
autism and pervasive developmental disorders. Other missed milestones in functional 
language, early motor capacities along with planning and sequencing , and symbolic 
functioning required for pretend play also indicate possible autism or related conditions 
(Greenspan & Wieder , 2003. Finally, modulation of sensory input is highly cmTelated 
with autism and other pervasive developmental delays (Kientz & Dunn , 1997 ; Stone & 
Lemanek , 1990). 
As with physical developmental, charting the social, emotional, cognitive, language , 
and motor skills according to typical developmental landmarks leads towards determining 
and addressing the developmental delays associated with pervasive developmental delays 
such as autism (Greenspan & Wieder , 2003). The section below examines how some 
theori sts define autism define autism from a developmental viewpoint. The first of the 
three theorists chosen is Arnold Miller of the Miller Method who consider children with 
autism as having a developmental-cognitive delay . However , the other two theorists look 
at people with autism as having deficits in the developmental -emotional domain. 
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The Miller Method2 
The Miller Method , which embodies developmental , cognitive, and systems 
components, builds on the work of Heinz Werner , Jean Piaget, Lev Vygotsky, and 
Ludwig von Bertalanffy (Miller & Eller-Miller, 1989). The developmental aspect of the 
approach considers children with autism spectrum disorder as being completely or 
partially stuck at earlier stages of development and , therefore , structures its interventions 
to spur on development. The cognitive aspect strives to promote cognitive development 
by structuring the environment so as to be conducive to increased cognitive development. 
This emphasis on thought processes contrasts with other, more behaviorally oriented 
approaches, which devote most of their attention to stimuli and response as explanations 
of the way child with autism functions in the world. 
Another unique feature of the Miller Method is that it honors the need for repetitive 
actions, routines , and issues with sensory sensitivities of the child with autism. 
Maintaining that "each child, no matter how disordered , is still trying to make sense of 
the environment" (Miller , http://www.millermethod .org, 2004), even the smallest piece of 
functioning is exploited to lead the child from a reliance on ritualistic behaviors to 
developing a set of functional repertoires. 
Finally, the systems focus addresses the role systems play in restoring normal 
development in two ways. The first is to build on the repetitive behaviors (systems) the 
In what might be considered as an offshoot of the Miller Method is the developmental ly affective 
approach of Relational Development Intervention by Steven Gutstien (2,000) . Borrowing heavil y from the 
Miller Method, this approach focuses on helping children with autism evo lve from instrumental to 
experientia lly based interactions. Another aspect of this approach is the idea of co-regulation with others in 
the phys ical, emotional, and intellectual planes. 
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children have managed to achieve. According to Arnold Miller (personal communication , 
June 13 , 2002 "One of the key issues in autism is difficulty in body-to-environmental 
awareness" leading towards difficulties in properly engaging with the environment (1989, 
2000). 
Practitioners of the Miller Method use the power of the interrupted system to teach 
functional communication and general expansion of the child's awareness of the world 
around them. Another unique aspect of this method is the use of specialized elevated 
structures to help increase a child's body-to-environment awareness, which is usually 
lacking in children with autism (Miller & Eller-Miller, 1989, 2000). Believing that 
children with autism tend to get "stuck" at certain stages of development , practitioners of 
the Miller Method develop interventions allowing children to reach and pass through five 
stages of development as shown in Figure 4 . 
The first phase, examining "contact with surroundings," is orienting. An organism 
responds , at first, to any stimulus acting upon it by a "turning-to movement" towards the 
stimulus source (Goldstein, 1939 , p . 118). This phenomenon of (orienting) as an innate , 
inadvertent, body-involving , and stimulation-enhancing effect of salient facets of the 
environment (Miller, 1989) has been written about by psychologists such as Pavlov in 
1927 and Sokolov in 1963 . Orienting in an infant can be seen as s/he looks towards a 
rattle that an adult is shaking nearby. 
After orienting to the rattle, the child will engage with the toy by reaching out 
towards it to shake it . Engagement occurs as soon as the child makes contact with the 
rattle . However , for a system to form, the child must repetitively have contact with the 
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object in a variety of ways that follow a predictable pattern (Miller & Eller-Miller, 2000) . 
In other words, the child ' s contact with the rattle results in a system when, for example, 
the child is shakes the rattle predictably or otherwise develops organized behavior around 
it. A system exists when a child internalizes a way of being around an object, person, or 
event by producing a particular behavioral sequence with this salient stimulus (Miller , 
personal communication, June 2, 1995). In the case of the child with the rattle , the 
system presents itself as a self-sustaining activity. A test in the Miller Umwelt 
assessment (Miller & Eller-Miller, 1989) for the formation of a system is the 
compensatory action that occurs when the system is intetTupted. A compensatory action 
in the interruption of the rattle-shaking system of the infant would present itself as the 
child continuing to shake his or her hand as if still holding the rattle. 
A compensatory action to an interrupted system can be seen in most people if, for 
example, a song is played and the performer stops on the penultimate note. There will 
often be a reaction to complete this interrupted song (system) by a desire to sing that last 
note. 
Now that the system has been formed , the salient sensory aspects of the system drive 
the entire system. Referred to as the principle of inclusion , once a child develops a 
system of engagement with an object or event, any stimulus that accompanies that 
engagement becomes part of the total system (Miller , 1989, 2000). Subsequently, merely 
presenting the stimulus part of that system will activate the entire system. Sight , touch , 
or sound of the rattle will cause the child to compensatorily shake his hand as if he were 
actually holding this toy. If there are other toys present in addition to the rattle , the child 
49 
will orient, engage, and form a system with the rattle. The phases of orienting , 
engagement, and systems fall under the pre-executive function stage of development. At 
this point , behaviors are externally driven by salient stimuli from the environment. The 
child who is able to form a system is dominated by that system. S/he has not the ability 
to choose not to engage in that system. 
The final phase is where practitioners of the Miller Method strive to bring all 
children, "repertoire ." At this stage of development, the child has the element of choice . 
That is, at this post-executive function stage , he can now choose to interact with the rattle 
or some other toy. Whereas the impulse for action is derived from the physiognomic pull 
of the object in the first four, the impulse for action stems from the interest of the child 
when s/he reaches the ritual phase in the post executive function stage. Post-executive 
function develops gradually over time from when the drive to engage with salient stimuli 
arises from external events to thi s engagement being dri ven by internal events or choice. 
The first is to build on the repetitive behaviors (systems) the children have managed 
to achieve. A system is a coherent organization (functional or non functional) of 
behavior involving an object , event or person. Systems may be quite small (mini-
systems) such as flicking light switches on and off or quite elaborate (taking groceries 
from a bag and putting them where they belong in cupboard or refrigerator) (Miller , 
personal communication , January 18 , 1999) . The hallmark of a successfull y formed 
system is a desire evident in the child to continue the activ ity after it has been interrupted. 
The second way to develop system formation is to teach children certain behaviors by 
introducing repetitive activities. These activities or systems are designed to teach 
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behaviors to the child that has not been able to spontaneously develop them by him or 
herself (Miller & Eller-Miller, 1989). 
Miller ( 1999) describes engagement as a central aspect of Miller Method because 
without it there are no systems. In addition , there is no effort of continuation of the 
activity (system) when it is interrupted. The child who has not progressed to the point of 
developing systems does not appear to understand what is required or is "dragged" 
through the motions of an activity without anticipating the next step of the system. 
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Figure 5. Miller Method Five Stages of Development 
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Developmental Individual-Difference Relation-Based intervention CDIR) 
Developed by Stanley Greenspan and Serena Wieder (1989 , 2003), Developmental 
Individual-Difference Relation-Based intervention (DIR) also considers autism as a form 
of developmental delay. As with the Miller Method, the child with autism presents 
delays in demonstrating the six hierarchal functional developmental skill milestones. 
Milestone 1: Se(f-regulation and interest in the world (Greenspan & Wieder, 1998). 
"The dual ability to take an interest in the sights, sounds, and sensations of the world and 
to calm oneself down" (Greenspan & Wieder, 1998, p. 3). Success in this stage means 
the child is able to use his five outer and two inner senses to gather information from the 
environment while self-regulating the strength and quality of the input for successful 
interaction with the environment. The environment feels like a largely positive place for 
the child to grow and learn. Failure to master this stage demonstrates itself in either 
becoming overwhelmed with sensory input in ilTitable behavior or shutting down. Other 
children, due to lack of perceptible data from the environment will take little interest in 
their environment and seem detached. 
Milestone 2: Intimacy. "The ability to engage in relationships with other people" 
(Greenspan & Wieder, 1998, p. 3). Success in this stage means the child demonstrates 
interest in interacting with others in a warm, joyful, and loving manner. Failure to master 
this level of development - likely due to sensory processing difficulties - results in the 
environment becoming confusing, scary, or painful. Many of these children prefer the 
company of older people because adults are more able to scaffold conversations and other 
interactions with them. 
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Milestone 3: Two-way communication. "The ability to engage in two-way 
communication" (Greenspan & Wieder, 1998, p. 3). Success in this stage presents a child 
who feels secure in his interactions with others as a prerequisite for understanding that his 
communicative intent affects others ' reactions with him and that he has an impact on the 
world. Two-way communication occurs with single gestures to initiate (open) and to 
respond (close) circles of communication (Greenspan & Wieder, 1998). Failure to master 
this level of development results in a child who can be hard to engage, who seems 
oblivious to the environment, or perhaps watches from the sidelines a possible sign that 
he would like to get involved. The difficulty in reading nonverbal and pragmatic 
information impinges on successful two-way communication necessitating outside help 
in facilitating interaction and taking initiative. 
Milestone 4: Complex communication. "The ability to create complex gestures, to 
string together a series of actions into an elaborate and deliberate problem-solving 
sequence"(Greenspan & Wieder, 1998, p. 3). The child who successfully navigates this 
level has mastered the basics of two-way communication and develops a vocabulary for 
expressing wishes. This child now conceptualizes behavioral sequences that this she can 
use to convey wishes and intentions as well as reading them in others. Failure to reach 
and work through this developmental phase stems from issues of sensory integration 
leading to difficulties in motor planning, logical thought, and reading the behavior of 
others without direct (often intensive) instruction. As the complexity of two-way 
communication increases the child becomes more overwhelmed and confused resu lting in 
defensive, irritable, or isolationist behaviors. 
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Milestone 5: Emotional ideas. "The ability to create ideas" (Greenspan & Wieder, 
1998, p. 4). The child begins to engage in appropriate representational play (Greenspan 
& Wieder, 1998; Miller & Eller-Miller, 1989, 2000). This is the child who will use toy 
cars for pretend races, travel, accidents, and repairs rather than turn them upside down to 
spin the wheels . A baby doll will be fed and told "night, night" when it is time to sleep. 
The child also begins to narrate these activities, and words now have meaning by fiat 
rather than just as symbols of objects, events, people, and ideas. The child can use words 
to explain thoughts, feelings, and to create stories. Emotional islands of expression are 
now formed around these activities. 
The child who is unable to master this milestone continues to have difficulties with 
intimate and two-way communication. While she often shows an interest in toys and can 
keep calm, communication occurs only when motivated. She may use one-word requests 
for wants and needs but rarely uses items for representative play or to create a story. 
Milestone 6: Emotional thinking. "The ability to build bridges between ideas to make 
them reality-based and logical" (Greenspan & Wieder, 1998, p. 4). A child who is at this 
stage is able to connect the islands of emotional expression and sequence a number of 
representative pretend play events . For example, instead of playing with the toy cars and 
doll as explained above as separate events, the two activities are connected. For example, 
the after the doll goes to sleep, mommy and daddy doll may bring her into the car for a 
drive to the ice cream store or to play at a friend 's house where the baby doll may wake 
up to play with friends or to eat. The child develops a greater understanding of self, how 
his or her actions affect another person, and vice versa. For example, the child can now 
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say, "1 am happy that you gave me cookies and milk" and can interact on higher levels of 
emotionality as verbal and spatial skills increase. 
The child who is unable to reach this stage remains unable to link the emotional 
islands described above. The previous emotional milestones seem like they have been 
achieved at times but often fall apart under stress and be unable to close circles of 
communication. 
According to Greenspan and Wieder (1998), mastering these milestones gives the 
child a foundation of "critical basic tools for communicating, thinking, and emotional 
coping" (p. 89) and decreases the negative impact of being on the autism spectrum has 
for the person's development. Stress is placed on the child mastering each developmental 
level before attempting to complete the next level as opposed to chronological age as a 
consideration. 
In a depatture from the DSM IV-TR descriptors of autism, Greenspan and Wieder 
(1998) recognize that children with autism tend to have biological challenges leading to 
sensory reactivity, processing of sensory input, as well as difficulties with motor planning 
and sequencing. 
Figure 6. Typical and atypical growth trajectories according to Greenspan and Wieder 
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Figure 6. Typical developmental growth for typical and atypical children 
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Methodologies and Interventions for Working with People on the Autism Spectrum 
Many methodologies have been proposed for working with children on the autism 
spectrum. People who work with individuals on the autism spectrum , especially those who 
have researched the various options, often choose an intervention based on their beliefs 
regarding the etiology and philosophy of handling the challenges posed by this disorder . 
All of the interventions focus on modifying behavior of children on the autism 
spectrum. The difference between them is how practitioners of these approaches theorize 
the causality of these behaviors. The interventions discussed are place in a general order of 
prescriptive to child-centered quality. Practitioners of behaviorally-based approach tend to 
be more prescriptive in there work than those employing the more child-centered 
developmental approaches. 
Given that autism initially was thought to be behavioral in nature (Rutter, 1999), it is 
not surprising that the behavioral method is the oldest approach to addressing autism. The 
ease of measuring and assessing physical behavior also contributes to the popularity of this 
method. Although commonly thought of as a method even though it is not, another 
approach, the Treatment and Education of Autistic and Communication Handicapped 
Children (TEACCH), places its main thrust on preparing the person with autism to function 
in the typical community and work environment. A third approach, Daily Life Therapy, as 
developed by Dr. Kiyo Kitahara (1983) of Tokyo, takes a more Platonic (Plato, 1968) view 
by stressing an order of the physical, emotional and intellectual parts of the child. Further, 
practitioners of the biomedical approach sees autism as stemming from chemical 
imbalances that can be corrected via medication. An offshoot of this approach is the use of 
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medicine to address secondary psychological issues such as excess anxiety and depression 
that can arise from being on the autism spectrum. The developmental models more closely 
address the developmental delay aspects of the autism spectrum. Believing that individuals 
with autism get stuck at a particular developmental level, progress is encouraged by 
teclmiques to spur development on. Developmental Individual-Difference Relation-Based 
intervention (DIR), of which Floortime is a part of, as developed by Stanley Greenspan, 
stresses building an emotional bond (Greenspan & Wieder, 1998) with the child, whereas 
the Miller Method, while sharing a developmental component with DIR, takes a more 
cognitive-systems approach and involves the use of elevated structures (Miller & Eller-
Miller, 1989, 2000). 
The Behavioral Approach 
The behavioral approach, Applied Behavioral Analysis (ABA), is based on operant 
conditioning derived largely from Pavlov ' s work with dogs and Skitmer's work with rats 
and pigeons (Miller, 1999). Heavily influenced by the work of these behaviorally oriented 
psychologists, Dr. Ivar Lovaas began work in the 1960s (Sallows & Tamlynn, 1999) and 
developed a variant of this behavioral method that is refen·ed to as the Lovaas Method. 
The behavioral methods are concemed with examining and shaping the visible actions 
of the person being worked with. In the strictest sense, the brain is viewed as a black box 
with inputs (antecedents) that result in behaviors that are either reinforced or extinguished 
with consequences. Behaviorists are concemed with people's needs but only to the extent 
that those needs are reachable by extemal reinforcers such as food (e.g., "Skittles"), praise 
(e.g. , "Good job") or aversives (e.g. , "You bad boy"), or in more extreme cases a slap or 
stronger punishment (A. Miller, personal communication July, 1999). The strict behavioral 
model does not consider the emerging sense of self, executive function or any constructs 
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about the inner lives of people. However, the work of the behavioral-cognitivists such as 
Edward Tolman indicates that some behaviorists are interested in more than just mere 
inputs and the resultant "muscle twitches" ( 1960, p. 4 ). The behavioral approach as 
developed by Ivar Lovaas has been given an especially bad name, in pati, due to the use of 
shock treatments in the early stages of his work in the 1960s (Lovaas & Simmons, 1969); 
which he has now renounced but is still practiced in a few programs for children with 
autism. 
Treatment and Education of Autistic and Communication Handicapped Children 
Treatment and Education of Autistic and Communication Handicapped Children 
(TEACCH) is often erroneously thought of as a method. In reality, it is a public health 
program of services for individuals with autism in North Carolina. It makes use of several 
techniques and methods in vatious combinations depending upon the individual person's 
needs and emerging capabilities (Trehin, 1999). Like other reputable approaches to 
working with people on the autism spectrum, TEACCH does not claim to cure autism but 
strives to allow individuals on the autism spectrum as much independence as possible in 
the world around them. 
Concentrating on the strengths of the person as opposed to weaknesses, the major thrust 
ofTEACCH focuses on improving communication skills and autonomy to the maximum of 
the child 's potential (Trehin, 1999). Education is used as the medium to achieve that goal. 
Although the shaping of behavior is an important aspect of the program, behavior is not 
treated directly as in behavior modification. Rather, TEACCH strives to understand and 
deal with the underlying causes for any abetnnt behavior (Trehin, 1999). 
Daily Life Therapy 
Daily Life Therapy was developed by Dr. Kiyo Kitahara ofTokyo in the 1960s. 
Originally a regular kindergarten school teacher, her method was derived from working 
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with a child with autism who was included in her classroom (Kitahara, 1984). Placing 
heavy emphasis on group dynamics, Daily Life Therapy incorporates physical education, 
art, music, and academics, along with the acquisition and development of communication 
and daily living skills (Boston Higashi School, 1999). Specifically, Dr. Kitahara 's method 
focuses on social isolation, anxiety, hyper-and hyposensitivity and the apparent fragility 
that children with autism are faced with. 
According the Dr. Kitahara (1984), stability of emotions is gained through the pursuit 
of independent living and development of self-esteem. Mastery of self-care skills allows 
for the development of self-confidence and a desire to attempt other adaptive skills. The 
second focal point, extensive physical exercise, is used to establish a rhythm of life . Many 
of the exercises are founded upon principles of sensory integration and vestibular 
stimulation that lead to coordination and cooperative group interaction. Vigorous exercise 
releases endorphins, which helps to reduce anxiety. In addition, exercise has been found to 
reduce incidences of self-stimulatory behavior and aggression (Allison, Basile, & 
MacDonald, 1991 ; Elliot, Dobbin, Rose, & Soper, 1994; Koegel & Koegel, 1989), along 
with hyperactivity and night wakefulness while increasing time on task-often challenges 
for individuals with autism. Children also leam how to control their bodies as they master 
riding a bicycle, rollerblading, the balance disk, and other special exercises as part of the 
Daily Life Therapy program. Physical education is canied out in different-sized groups, 
thus serving as a bridge to social development. Stimulation of the intellect with academics, 
including language arts , math, social studies, and science, is compatible with typical school 
cuJTicula to prepare each student for inclusion opportunities. Finally, art and music provide 
opportunities to gain mastery and appreciation for aesthetics. In Daily Life Therapy, 
medication is not recognized as a therapeutic technique. 
The Miller Method 
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The Miller method, which embodies developmental , cognitive, and systems 
components, builds on the work of Heinz Werner, Jean Piaget, Lev Vygotsky, and 
Ludwig von Bertalanffy (Miller & Eller-Miller, 1989). The developmental aspect of the 
approach looks at children with autism spectrum disorder as being completely or partially 
stuck at earlier stages of development and, therefore, structures interventions to spur on 
development. The cognitive aspect, in tum, structures the environment so as to be 
conducive to increased cognitive development. This emphasis on thought processes 
contrasts with other, more behaviorally oriented approaches, which devote most of their 
focus to stimuli and response as the explanations of the way child with autism functions 
in the world. Finally, the systems component of the Miller Method addresses the role 
systems play in restoring normal development in two ways . The first is to build on the 
repetitive behaviors (systems) the children have managed to achieve. A system is defined 
as a coherent organization (functional or nonfunctional) of behavior involving an object or 
event (A. Miller, personal communication, July, 1999). Systems range from quite small 
(mini-systems) such as flicking light switches on and off to quite elaborate such as taking 
groceries from a bag and putting them where they belong in cupboard or refrigerator 
(Miller, personal communication, July, 1999). The hallmark of a successfully formed 
system is a desire in the child to continue the activity after it has been inten-upted. 
The second way is to teach children certain behaviors by introducing repetitive 
activities . These activities, or systems, are designed to teach behaviors to a child who has 
not been able to otherwise develop them spontaneously by him or herself (Miller & Eller-
Miller, 1989). 
The use of elevation in working with children on the autism spectrum is unique to the 
Miller Method. Dr. Miller has created a series of devices designed to make it possible for 
very disordered children to function in a goal-directed mam1er unavailable to them on the 
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ground. When obstacles and sign language are introduced with these structures they make 
it possible for disordered children to understand and use signs and spoken words for the 
first time (Miller & Eller-Miller, 1985). 
The Miller Method also stands apart from the others in that it that honors the need for 
repetitive actions, routines and issues with sensory sensitivities of the child with autism. 
Maintaining that "each child, no matter how disordered, is still trying to make sense of the 
environment" (Miller, http://www.millermethod.org, 1999) even the smallest piece of 
functioning will be exploited to lead the child from a reliance on ritualistic behaviors to 
developing a set of functional repertoires. In addition, the method appears well suited for 
working with the diverse range of presentation that exists within the autism spectrum. 
Development Individual differences Relations 
Developed by Stanley Greenspan, Development Individual differences Relations (DIR) 
--of which Floortime is the most well known component-- is an interactive-developmental 
approach for working with children with autism. As indicated in The Child with Special 
Needs (Greenspan & Wieder, 1998), DIR is based on heavy parental involvement. Through 
ever-expanding circles of communication, the method strives to bring the child through the 
six developmental milestones of self-regulation and interest in the world, intimacy, two-
way communication, complex communication, emotional ideas, and emotional thinking. 
This intensive one-on-one method involves a three-part therapeutic approach. Parents 
are employed to help their child to master developmental milestones. The entire program 
revolves around this component. The second leg consists of specialists such as speech 
pathologists, occupational and physical therapists, educators, and or psychologists, who use 
Floortime techniques to deal with specific challenges and to facilitate development. 
Finally, the third part relates back to the parents, who work on their own responses and 
styles for working with the child. 
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Floo1iime is similar to ordinary play with the child, except that the child ' s partner plays 
a very active developmental role. That, the parent or professional takes the child ' s lead but 
does so in a way that encourages the child to interact. The adult follows the child by 
building on what the child does in such a way that the child needs to communicate with the 
other person. 
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Comparison of Methods 
Due to the different foundational beliefs of these methods, problems posed by the 
autism disorder will be approached in different ways as depicted in Figure 8. For 
example, suppose a child typically perseverates on playing with boats in the toilet. If the 
child is unable to find boats, he will either get upset or start to play with other objects in 
the toilet. Attempting to move the child away from this activity once it has started, 
results in a tantrum. 
The behavioral approach will start with an analysis of the cause or antecedents of the 
action. Using the concept of antecedent-behavior-consequence, the first step would be to 
minimize the child ' s exposure to the toilet. Perhaps the bathroom door will be locked, 
with the child being granted access only when the toilet is to be used for its intended 
purpose. Access to the toilet is the antecedent to the behavior of playing with objects in 
the toilet. If the child refrains from playing with objects in the toilet, either by external 
forces (the locked bathroom door) or by sheer willpower, he receives a reward. The 
reward, or punishment if he is found playing with objects in the toilet, is the consequence 
to the behavior. Using the procedure of antecedent (access to toilet), behavior (floating 
boats in the toilet) and consequence (external reinforcement), the clinician will attempt to 
shape the behavior. The biomedical approach might be to see the behavior as a result of 
an underlying chemical imbalance and, therefore, to prescribe drugs to relieve the child 
of the bonds of an obsessive-compulsive disorder. 
At the Higashi School for Autism, the approach to this behavior would be to allow it 
for a short period of time and then move the child on to something else, even if she had a 
tantrum in the process. This is seen as inappropriate behavior and an effort would be 
made to either redirect it to something similar that is more appropriate or to constrict the 
behavior to appropriate times. The DIR method by Stanley Greenspan would honor the 
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child's need to float boats in the toilet and work on building an emotional attachment 
with another person via this activity. Perhaps people could be put on the boats or they 
could discuss the different kinds of boats . The Greenspan method works best with 
children on the higher end of the autism spectrum. The Miller Method, like DIR, 
recognizes the child's need to float boats in the toilet and, therefore, uses this as a starting 
point. However, the difference between the two approaches is that the Miller Method 
would place another interesting activity close to the toilet for the child to work with . 
That is, the child and clinician would start by playing with boats in the toilet. However, 
soon, the child would be pulled away to work on another activity . This activity would be 
located very close to the toilet and most likely be similar to what the child was already 
engaged with previously. After a short time on the other activity, the two would return to 
the toilet. Eventually the clinician would work towards making the child realize that 
there are other things in life that he can do rather than, or in addition to, floating boats in 
the toilet. 
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Assessment 
Assessment instruments are vital for three interconnecting reasons; diagnosis, 
development of interventions, and determining changes in a child's functioning over 
time. The diagnosis comes first, where a determination is made of the child ' s condition . 
The description of the child's needs from the diagnostic process plus the results of 
additional assessment allows practitioners to initiate the development of interventions 
appropriate for the child. Third, by comparing the results of current assessments against 
earlier evaluations- ideally with the same instrument- it is possible to determine 
changes in a child ' s condition achieved over time and make adjustments to the 
interventions as needed. 
The instruments described below address historical and current behaviors of the child 
that is suspected of having autism. Regardless of the treatment methodology and 
etiological philosophy of the practitioner, it is necessary to use behavioral analysis for a 
diagnosis of autism because to date there are no reliable "pathognomonic signs or 
diagnostic biological markers for autism" (Spence & Geshwind, 2003, p. 42). Greenspan 
and Wieder point out three levels of monitoring by persons who come into contact with 
children in a familial , significant caretaker , or educational and/or clinical role as 
necessary for maximizing the child ' s chances of obtaining a proper autism spectrum 
diagnosis (2003) . Working very much like a funnel to separate typically developing 
children and those with other conditions , the first line of detection involves the use of 
general screening instruments designed for administration by parents , primary caregivers , 
and health professionals. At this point , the person administers the assessment based on 
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suspicion of a difference in the child. The role of the general screening instruments is to 
suggest whether further investigation and analysis is warranted for the child in terms of a 
disability in general. For children suspected of an autism spectrum condition , autism-
specific screening tools are appropriate for gathering further information. 
The second level , comprised of autism-specific screening tools , is employed when a 
developmental delay is suspected. Like the generalized screening instruments, these 
assessments are constructed to help decide if further , more definitive, assessment is 
warranted by a qualified professional. Should there still be uncertainty after these simple 
instruments are used , a more in-depth and formal evaluation should be done using one or 
more standardized assessment instruments 
Parental and Primary Care-Giver Observation and General Screening Instruments 
Initial reports of behavioral and other differences from parents and primary care 
providers is where first-tier screening takes place. Parental concerns such as the 
following adapted from Spence and Geshwind (2003, p. 41) are good indicators that 
further investigation is warranted. 
Communication Problems: child . . . 
• exhibits language delay or loss of language previous ly acquired , 
• does not respond to name, 
• has difficulty indicating wants or needs , 
• does not follow directions, 
• appears deaf at times , 
• does not gesture . 
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Social problems: child ... 
• does not smile socially, 
• has poor eye contact, 
• prefers to play alone, 
• is not interested in other children, 
• appears to be in his own world. 
Behavioral problems: child ... 
• has frequent tantrums and/or is hyperactive or oppositional, 
• has odd pattern of playing with toys such as ... 
lining things up, 
unusual attachments to objects, 
not appearing to know how to play with toys in a typical manner, 
• has odd movement patterns such as repetitive movements or toe walking, 
• appears extremely sensitive to sounds. 
Spencer and Gardner continue with indications that defiantly require further 
evaluation be autism-specific screening tools (2003, p. 41). 
• Absence of ... 
babbling at 12 months , 
gesturing at 12 months, 
single words at 16 months, 
spontaneous (not echolalic) phrases (at least two words) at 24 months. 
• The loss or regression of any language or social skills at any age . 
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Specific developmental screening assessments that have been standardized 
and validated for detecting developmental abnormalities include the Ages and 
Stages Questionnaire (ASQ) (Bricker & Squires, 1999) , the BRIGANCE® 
Screens (Brigance , 1986), the Child Development Inventories (CDI) (Ireton , 
1992), and the Parent ' s Evaluation of Developmental Status (PEDS) (Glascoe, 
1998). Parental and primary caregiver concerns and/or developmental delays as 
assessed by the instruments mentioned above should be followed up by more 
specific autism screening instruments. 
Autism-Specific Screening Instruments 
Deviance from typical development for those with autism can often be detected by 18 
months of age (Baird et al., 2000; Charman et al., 1997; Lord, 1995). To assess the 
possibility of autism in children a number of major screening tools may be used. Easy to 
adminjstrate and quick to score, screening tools inform the teacher , clinician , doctor, or 
other interested persons that there is a strong possibility of autism as a possible diagnosis. 
A positive outcome on one of these screening tools would warrant more formal 
assessment for an autism spectrum disorder. 
Checklist for Autism in Toddlers (CHAT). This tool may be used to screen for 
autism as early as 18 months of age (Baron-Cohen, Allen , & Gillberg , 1992; Baron-
Cohen et al., 1996; Geschwind et al., 1998 ; Filipek , 2000). A large study of 16 ,000 IS-
month-old infants who were assessed and then retested one month later by an 
experienced professionals initially found a 90% predictor rate where infants failing the 
five-item criterion of the CHAT were later diagnosed with autism at 20 and 42 months 
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Baron-Cohen et al., 1992; Baron-Cohen et al., 1996; Charman eta!., 1998; Cox eta!., 
1999). However , the CHAT was later found to be mostly sensitive to children with 
moderate to severe autism, with a follow-up study suggesting that it is not appropriate for 
screening with a specificity rate of 100% but with a sensitivity of only 38% (Baird et al., 
2000) 
Pervasive Developmental Disorders Screening Test- II CPDDST-II) (Siegel, 2004). 
Designed to screen for autism spectrum disorders, the PDDST-11 is easy to administer by 
parents and other caregivers and is designed to screen for autism spectrum disorders . 
Autism Screening Questionnaire CASQ). This 40-question checklist discriminates 
well children aged 4 years and older having autism and other disorders (National 
Research Council , 2001) at all IQ levels (Berument, Rutter, Lord , Pickles, & Bailey , 
1999). 
Australian Scale for Asperger 's Syndrome CASAS). Designed to be filled out by 
parents and teachers , the ASAS is appropriate for older, more verbal children who may 
have gone undetected due to their higher functioning levels (Attwood, 1998). 
Other screening assessments include the Symptoms of Autism in Babies (SAB) 
questionnaire (Dahlgren & Gillberg, 1989; Gillberg et al., 1990) and the Parental 
Interview for Autism (PIA) (Stone & Hogan , 1993). Finally, the direct observational 
Screening Test for in Two-Year-Olds Autism (STAT) (StoneCoonrod , & Ousley, 2000) 
has shown showed "good discriminatory powers between children with autism and other 
developmental disorders in a small sample of two-year-old children" (National Research 
Council , 2001, p . 26). 
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Generally, these "autism-specific developmental probes" (Spence & Geschwind , 
2003 , p. 43) evaluate for 
Socialization: cuddling, eye contact when talking or playing, responsive 
smile, reciprocal play, social imitation games , interest in other children. 
Communication: use of gestures , (e.g. pointing , nodding) , directing others' 
attention by holding things up or showing them to others, inconsistent 
responses to name or commands, speech abnormalities (e.g. repetitive or 
echolalic speech or scripts from movies or books). 
Behavior: repetitive, stereotyped, or odd motor behavior; restricted 
interests or preoccupations; interest in parts of objects; abnormal play 
activities (e.g., limited pretend play, always playing with toys in exactly 
the same way) ; strong attachments to specific objects. (Spence and 
Geschwind, 2004, p. 43). 
Common Standardized Assessment Instruments for Children with Autism 
While screening tools are meant to be more informal with less training needed for 
their administration, it is important that the more formal assessment instruments be 
administered by qualified personnel (Sparrow , 1997) . 
Childhood Autism Rating Scale (CARS). (Schopler, Reichler, & Renner , 1988). The 
most commonly used rating scale for autistic behaviors, CARS is known for being "the 
strongest , best documented , and most widely used rating scale for behaviors associated 
with autism" (Lord , 1997 , p. 473). Minimal training is needed for the observer-scorer to 
rate 15 items on a 4-point scale. The CARS was developed based on direct observation 
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from behaviors of 537 children who were categorized as not having autism, mild to 
moderate autism, and severe autism. 
The Autism Screening Instrument for Educational Planning (2nd ed) (ASIEP-2) (Krug, 
Arick, & Almond, 1993). This instrument is primarily intended for the evaluation of and 
planning for people having autism. Designed for subjects aged 18 months through adult, 
through sampling vocal behavior , assessing interaction and communication , the ASIEP-2 
examines behavior in five categories (sensory, relating , body concept, language, and 
social self-help) to determine learning rate , and develop a profile of functionality in 
spontaneous verbal behavior, social interaction, educational level , and learning 
characteristics. The five subtests of the ASIEP-2 include the Autism Behavior Checklist 
(ABC) (Krug, Arick, & Almond , 1980), Sample of Vocal Behavior, Interaction 
Assessment, Educational Assessment, and Prognosis of Learning Rate . All the subtests 
have been normed individually and have strong intercorrelations. The Autism Behavior 
Checklist is often used on its own as described below. 
One of out of five subtests of the Autism Screening Instrument for Educational 
Planning (2nd ed) (ASIEP-2) (Krug, Arick, & Almond, 1993), the Autism Behavior 
Checklist (ABC) (Krug et al., 1980) was validated from a pooled set of data from 1,049 
completed checklists filled out for individuals ranging from 18 months to 35 years. The 
primary goal of the instrument is to discern children and young adults with autism from 
those with other disabilities , such as severe mental retardation , deaf-blindness, severe 
emotional disturbances , and people not hav ing disabilities. Designed to be administered 
by professionals there are 57 descriptions of behavior apportioned amongst five 
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groupings of characteristics such as sensory, relating , body and object use , language , and 
social. The ABC is based on the work of Kanner (1943), Rimland' s E-2 questionnaire 
(1962), Creak (1964), and the Behavior Rating Instrument for Autistic and Atypical 
Children (Ruttenburg, Dratman, Fraknoi, & Wenar, 1966) . 
Autism Diagnostic Interview CADI) (1988 ; (LeCouteur, Rutter, Lord, Rios, 
Robertson, Holdgrafter, & McLennen, 1989). This questionnaire-type assessment was 
developed by Michael Rutter and his colleagues LeCouteur , Lord, MacDonald, Rios , and 
Folstein. Validation against International Classification of Diseases, Tenth edition (ICD-
1 0) criteria was accomplished with blind ratings of 32 unstructured interviews via 
videotape by psychiatrists. The ICD-10 was issued by the World Health Organization 
(WHO) in 1992 with disorders being diagnosed against a list of characteristics similarly 
to the DSM IV-TR. Unlike the previous checklists and questionnaires and having the 
examiner choose between a pre-selected field of answers, the ADI employs probing 
questions to determine development in the areas of language and communication , social 
development, and play . According to the test manual, inter-rater agreement was 81-89%. 
The Autism Diagnostic Observation Schedule (ADOS) (Lord et al. , 1989). This 
developmental assessment tool focuses on a qualitative expression of communication and 
social behaviors. The examiner standardizes a set of her own behaviors before 
interacting with the subject to accomplish eight tasks. During the test administration , 
which lasts 20 to 30 minutes , the examiner rates the child's behavior on a scale from 
"normal" to "definitely abnormal." The tasks and target behav iors are as listed in Figure 
9. 
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Figure 9. Tasks and target behaviors from the Autism Diagnostic Observation Schedule 
Task 
1 . a construction task 
2. unstructured presentation of toys 
3. drawing games 
4. demonstration of tasks 
5. a poster task 
6. a book task 
7. conversation 
8 . socio-emotional questions 
Target Behavior 
asking for help 
symbolic or reciprocal play; giving help 
to the examiner 
taking turns in a structured task 
descriptive gesture and mime 
description of agents and actions 
telling a sequential story 
reciprocal communication 
the sophistication of language for 
emotion 
From Travarthen, C., Aitken, K., Papoudi, D., & Robarts, J. (1998). Children with 
autism: Diagnosis and interventions to meet their needs, 2"d ed. London: Jessica 
Kingsley Publishers. p. 260. 
Development of the ADOS was based on a sample of 80 subjects ranging in age from 
6 to 18 years old, evenly distributed between the four populations of autistic and mild 
mental retardation, mental retardation , autistic without mental retardation , and typically 
developing. Some satisfactory inter-rater and test-retest reliability exists for some items 
but further validat ion is needed. 
A pre-linguistic version of the ADOS (PL-ADOS) is based on a 30-minute semi-
structured observation of nonverbal children up to 6 years of age who are suspected of 
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having autism. "Engaging in 12 activities involving free play, imitation , joint attention, 
social routines , requests and responses, response to distress and separation from and 
reunion with the mother" (Travarthen et al., 1998 , p. 263) , the instrument has acceptable 
inter-rater reliability and correlates well with clinical judgment of diagnosis . 
The Behavior Observation Scale for Autism CBOS) (Freeman et al., 1 978; Freeman, 
Ritvo, & Schroth, 1984). The BOS was developed to have great sensitivity in 
discriminating between subgroups of children on the autism spectrum as well as 
differentiating from children who are typical and with mental retardation. Twenty-four 
behaviors are divided into the four categories (solitary behavior , relation to objects, 
relation to people, and language), which are observed via videotape, coded, and evaluated 
by computer. The sample of 137 children used to validate the BOS was divided between 
children with autism having IQs of above 70 who were matched with typically 
developing children, and children with autism having an IQ below 70 who were matched 
with children having mental retardation; all had a mean chronological age between 4 and 
5 years old. Children with higher IQs scored higher on repetitive solitary behaviors, the 
use of objects for sensory stimulation, and language whereas relating to the behaviors 
were more prevalent with children in the lower IQ range. 
The Behavior Rating Instrument for Autistic and Atypical Children CBRIAAC) 
(Ruttenberg et al., 1966; Ruttenberg et al., 1977). The BRIACC is oriented to more 
psychoanalytically interventions. Through observation the examiner places the child on a 
1 0-section developmental leve l across the eight categories of re lationship to an adult, 
communication, drive for mastery , vocalization and express ive speech, sound and speech 
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reception, social responsiveness, body movement, and psychobiological development. 
Some problems remain with discriminating children on the autism spectrum from other 
populations. 
The Real Life Rating Scale CRLRS) (Freeman, Ritvo, Yokota, & Ritvo, 1986). This is 
another assessment tool that can easily and quickly be used by nonprofessionals to assess 
the effect of treatment across 47 items in the motor, social, affective, languages, and 
sensory domains. 
The Behavioral Summarized Evaluation CBSE). The BSE is a sensitive clinical 
instrument that, in addition to discriminating autism from other disorders (Barthelemy et 
al. , 1992), works well in evaluating the severity behavioral challenges in children on the 
autism spectrum. An adaptation of the BSE for younger children , titled the Infant 
Behavioral Summarized Evaluation (IBSE) by Adrien and colleagues (1992), which 
demonstrated sufficient sensitivity to discriminate infants with autism from the general 
population. 
The Diagnostic Checklist for Behavior-Disturbed Children, Form E-2 (Rimland, 
1971, 1994). This 109-item questionnaire to be completed by the child's primary 
caretaker seeks information about the child ' s development from birth to age 5 . The data 
are categorized into seven categories, social interaction and affect, speech , motor and 
manipulative skills, intelligence and reaction to sensory stimuli, characteristics of the 
family , development of any illness, as well as physiological and biological history. With 
over 16,000 cases , the E-2 has the largest database from which to draw from. 
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The Gilliam Autism Rating Scale (GARS) (Gilliam, 1995). Developed to diagnose 
autism in people aged 3 to 22 years , the GARS employs the Diagnostic Statistical 
Manual (2000) definition of autism to group its items into the four categories of 
stereotyped behaviors, communication, social interaction, and developmental 
disturbances . In additional to three core subtests to describe measurable and specific 
behaviors, an optional fourth subtest (Developmental Disturbances) provides parents or 
other significant caretaker an opportunity to input data about the child's development 
during the first three years of life. Meant to be completed within 5 to 10 minutes by a 
person knowledgeable about the child's behavior , all the subtests have -.80- .90 
coefficients of reliability in terms of internal consistency , test-retest , and inter-scorer. 
The Functional Emotional Assessment Scale (FEAS) (Greenspan, 1992; Greenspan & 
DeGangi, 1997c). The FEAS is a clinical rating measuring the domains of attention and 
regulation, engagement, affective reciprocity, complex purposeful interaction chains of 
behavior, functional, creative and imaginative use of ideas, emotional and thematic range, 
and logical thinking and problem solving. Caretaker reliability ranges from .89 to .91 
and the child reliability from .90 to .97 (Greenspan & DeGangi, 1997c). 
The Umwelt 
In contrast to the standardized, normed assessment instruments mentioned above, the 
Miller Method uses the Miller Umwelt Assessment Scales (MUAS), which is based on 
over 30 years of clinical data stored on videotape at the Language and Cognitive 
Development Center (LCDC). However , there are plans for standardizing and norming 
the MUAS against other populations. In addition to having a cognitive-developmental 
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orientation, the MUAS is a dynamic, interactive assessment that also seeks to measure a 
child ' s ability to form and expand systems, a concept that is unique to the Miller Method 
and to the MU AS, as derived from the work of von Bertalanffy , ( 1968), 
Drawing from Vygotsky' s (1978) concept of the "zone of proxinwl development, 
the Miller Umwelt assessment is a dynamic investigative tool that seeks to identify and 
specify the conditions that have the greatest influence on performance (Toglia, 1992 , 
1998) for children on the autism spectrum. This approach is in contrast to static 
assessments that merely define how a person performs at a given point in time. 
Additionally, the Umwelt has an interactional component , since the examiner is expected 
to alter test procedures, materials, and provide support on an as needed basis in order to 
determine a child's strengths, weaknesses, and perhaps most importantly, the child's 
potential (Toglia, 1992). In short , considered a dynamic interactional assessment tool, 
the Umwelt measures cognitive modifiability or change under different conditions 
(Toglia, 1992). 
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Rationale 
Justification for the Study 
Considering the great diversity in intervention philosophy, practice, treatment 
intensity, assessment , practitioner training, goals, as well as the heterogeneous nature of 
indi victuals with autism, there is a critical need for a standardized approach to evaluating 
different approaches against each other (Prizant & Rubin, 1999) with the objective of 
matching the methodology to the needs of the child. To date, anecdotal evidence from a 
self-selected set of theorists , developers, practitioners, and parents is all we have to go on. 
Known as a type of non-probability sampling, the self-selected set of persons mentioned 
above are unlikely to represent the broader population (Vogt, 1999). People who have 
had strongly positive or negative experience with an intervention are likely to be the most 
vocal (The Free Dictionary, 2004). 
Gathering information on and analyzing the myriad interventions on specific 
variables across each intervention is a first step towards inter-methodological comparison 
and being able to match the intervention to the child's needs in a standardize way. 
Barry Prizant and Emily Rubin (1999) outlined several reasons supporting the need to 
for this work. 
1. Existing long- and short-term outcome studies support the effectiveness of a range 
of approaches differing in both underlying philosophy and practice ( 1999). 
2. There are "no studies directly comparing the effectiveness of two or more 
approaches by the use of randomly assigned, matched control samples" (1999 , p. 
199). 
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"No one approach is equally effective for all children" (p. 1999), whereas not all children 
have received equal benefits to any specific approach (Dawson & Osterling, 1997; 
Rogers, 1996 , cited in Prizant and Rubin , 1999). 
4. Although earlier rather than later intervention and greater intensity of intervention 
have been identified as two important factors associated with better outcomes, 
(Green, 1996; Greenspan & Wieder , 1997a, cited in Prizant and Rubin , 1999), 
standardization of intensity- usually defined in number of hours per week- has 
not been validated across different methodologies (Dawson & Osterling, 1997 ; 
Greenspan & Wieder, 1997b, cited in Prizant and Rubin , 1999). 
5 . Many approaches use different terminology for the same technique or strategy . 
For example, the concept of disrupting a system in the Miller Method (Miller & 
Eller-Miller, 1989 , 2000) is often referred to as "blocking" in applied behavioral 
analysis or application of chaos theory to behavioral routines (Lynley Summers , 
personal communication , July 8, 2004). 
Historical Justification 
With a hi story of only about 60 years of being recognized as a diagnosis, research 
into educational methodologies for working with children on the autism spectrum is at a 
unique point. The five educational methodologies chosen for thi s study have been in 
existence for a significant length of time and have matured enough to have a research 
base to draw upon as further development continues. Four of five of the original theori sts 
remain heavi ly involved as key figures in the practice, development , and research into the 
methodologies to be studied. The fifth person, while not havi ng initiated the 
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development of Daily Life Therapy , has significant experience with the original theorist 
and also remains instrumental in practice , development , and research . Interviewing these 
key persons presents a unique opportunity to communicate with those who best know the 
history and characteristics of their methods that this research project seeks . 
Justification for the MethodoloQ:y 
The open-ended interview format was chosen to obtain theorists ' viewpoints on the 
development and evolution of their methodologies by taking the research into their own 
worlds (Patton , 1990), thus providing a perspective on the tich diversity that they bring to 
helping those on the autism spectrum lead fulfilling and productive lives. At the same 
time through analysis of the interviews, it will be possible to determine these theorists ' 
feelings, thoughts , and intentions as they describe how they "have organized the[ir 
domain of intervention techniques, philosophy, and practice for children with autism] and 
the meanings they attach to what goes on in [this domain] " (Patton , 1990, p. 278). The 
process of comparing these methodologies in a standardized format will begin leading the 
way towards valid and reliable inter-methodology comparison, assessment, and 
evaluation. 
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CHAPTER THREE 
STUDY DESIGN 
After a thorough review of the literature revealed a lack of substantial information on 
comparing approaches for working with children on the autism spectrum, a new line of 
research had to be opened fairly and objectively contrasting promising approaches 
addressing the needs of youth with autism. Initially, I desired to perf01m an experiment 
contrasting the effects of the different approaches but found the lack of research in this 
area combined with numerous difficult to control variables made for a study beyond the 
scope of a mere dissertation. Thusly, a good way to start gathering this information is 
through qualitative survey and interview research focusing on how the leading 
theorists/developers of these approaches think about children with autism, what brought 
them into the field of autism, and their thoughts on where the research gaps lie. 
Methodology 
Data for this study were collected in two phases and analyzed after each phase. Phase 
One employed a written survey instrument whereas Phase Two Data was collected via 
face to face video-recorded interview. 
Phase One - Written Survey 
Part One of the survey commenced with providing the five informants with the DSM 
IV-TR criteria for autism, and a proposed definition of autism. The proposed definition 
of was a compilation of material from the work of the Autism Society of America , The 
DSM IV-TR, Eileen Torchio and John Ratey, as well as Arnold Miller. 
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Part Two involved having the five informants commenting on three case studies 
specially prepared to represent the breadth of the autism spectrum. After answering the 
questions, some of the respondents where asked for clarification and all the respondents 
were given the opportunity to review their answers to this Phase prior to beginning Phase 
Two, the face to face video-recorded interview. 
Phase Two - Recorded Interview 
Phase Two sought to obtain responses from the informants in a face-to-face video 
recorded interview with a recorded telephone interview being employed if the former 
becomes impossible due to scheduling or other reasons . Prior to the interview, the 
informants were provided with the questions in figure XX to allow preparation time for a 
one-hour face-to face recorded video interview. The video recordings of the interviews 
were then professionally transcribed and in keeping with the goal of an accurate portrayal 
of the participants ' intent, they had an opportunity to review their responses just as they 
had done for Phase One. 
Nature of the Data Collection Instruments 
As mentioned previously, the two phases of data collection employed two data 
collections instruments and techniques . The first phase, was the survey with the second 
consisting of questions asked in a face to face recorded interview as seen in Appendix B. 
Phase 1 -Written Survey; Part One 
Part One of the survey instrument presented to the respondents two definitions of 
autism. The first was taken verbatim from the DSM IV-TR (2000) with the second being 
a proposed definition of autism as seen in Figure 7. 
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Figure 8. The DSM IV-TR Descriptors of Autism 
A. A total of six (or more) items from (1) , (2) , and (3) , w ith at least two fro m 
(1), and one each fro m (2) and (3). 
I . Qualitative impairment in social interaction , as manifes ted by at least 
two of the fo llowing: 
a. marked impairment in the use of mul tiple nonverbal behav iors such 
as eye-to-eye gaze , fac ial express ion, body postures , and gestures , to 
regulate social interac tion. 
b . failure to develop peer relationshi ps appropriate to developmental 
leve l. 
c. a lack of spontaneous seeking to share enj oyment , interests or 
achievements with other people e.g.: by a lack of showing , bringing 
or po inting out objects of interest. 
d . lack of social or emotional reciprocity . 
2. Qualitative impairments in communication as manifes ted by at least one 
of the fo llowing: 
a . delay in , or total lack of, the development of spoken language not 
accompanied by an attempt to compensate through alternati ve modes 
of commun ication such as gesture or mime. 
b . in indi viduals with adequate speech , marked impai rment in the 
ability to initiate or sustain a conversat ion with others . 
c. lack of varied , spontaneous , make-believe play or social imitative 
play appropriate to developmental level. 
3 . Restricted , repetitive and stereotyped patterns of behav iour , in terests and 
activities, as manifes ted by at least one of the following: 
a. encompassing preoccupation with one or more stereotyped and 
restricted patterns of interest that is abnormal e ither in intensity or 
foc us. 
b . apparently inflexible adherence to spec if ic nonfunctional routines or 
rituals. 
c. stereotyped and repetiti ve motor mannerisms eg: hand or finger 
flapping or twisting , or complex whole-body movements. 
d . persistent preoccupation with parts of objects . 
B . Delays or abnormal functioning in at least one of the fo ll owi ng areas , with 
onset prior to age 3 years: 
l . soc ial interaction. 
2 . language as used in soc ial commun ication . 
3 . symbo lic or imaginative pl ay. 
C. The d isturbance is not better accounted for by Rett 's Di sorde r or Childhood 
Disintegrati ve Disorder. 
Diagnostic and Statistical Manual of Mental Disorders - Text Revised (2000 , p . 67) 
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The theorists were then asked to compare and contrast the DSM IV-TR definitions 
with their own theory of autism spectrum disorders, followed by a request for how they 
would modify the definition. 
A second, proposed definition of autism was developed from the DSM IV-TR (2000) 
and personal communications with experts in the field of autism, including a person on 
the autism spectrum as seen in Figure 2. 
Figure 9. A Proposed Definition of Autism 
Autism is a neurobiological condition affecting the functioning of the 
brain resulting in challenges in the social interaction, communication, 
sensory-motor, along with restricted interests and repetitive movements as 
well as a lack of proper body to environmental awareness . 
(Autism Society of America, 2004; DSM IV-TR, 2000; Eileen Torchio & 
John Ratey, personal communication, November, 2003; Arnold Miller, 
personal communication, July, 2000) 
As with the DSM IV-TR definition of autism, the informants were then asked to 
compare, contrast, and offer suggestions for modification of the proposed definition . 
Phase l - Survey; Part Two, The Three Case Studies 
Three fictional case studies were developed based on the researcher 's experiences in 
working with children on the autism spectrum with the following parameters. In order to 
approximate the gender ratio of people with autism spectrum conditions, the three case 
studies consisted of two boys and one girl, aged 3 to I 0 years of age. Each individual 
case addressed a different level of severity of autism; specifically, severe, moderate , and 
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high functioning. Further, each case addressed challenges in behavior, social interaction, 
and communication. The informants were asked the following questions about each case 
study as part of the survey instrument (see Figure 3). 
Figure 3. Questions pertaining to the 3 case studies. 
1. Given the challenges this child presents, what interventions would you 
recommend implementing for 
A. his or her behavior, 
B. social interaction- or lack of it, and, 
C. quality ofthe child's communication? 
2. What aspects of theory guided you towards the interventions you recommended in 
your response to question one, parts A, B, and C? 
Below, in Figure 4, are the case study questions asked of the theorists. 
Figure 4. Three case studies presented to the theorists. 
Case 1. Robert is a 4-year old nonverbal male child diagnosed with 
autism. Upon entering his classroom of six children you find him stacking 
cups from a matching set of eight cups and saucers donated by a generous 
parent. Although an assortment of different-sized and colored cups lie 
beside him, he only selects the tan ones that are of identical size. He 
seems unaware of the presence of others in the room. 
Your attempts to hand Robert a cup are met with a pushing away of 
your hand and a turning of his back towards you. When he runs out of 
identical cups he moves on to stacking the matching saucers. Seeking to 
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establish a cmmection with Robert you playfully place a saucer of the 
same size, but different color on the stack. Robert immediately screams, 
flings his hand scattering all the saucers and repeats the routine. 
After Robert finishes stacking the cups and saucers in their separate 
piles he begins to rock, flap, and emits a moaning sound. 
Case 2. Sarah just turned seven last week, and her diagnosis of 
Pervasive Developmental Disorder- Not Otherwise Specified was just 
reconfirmed by her neuropsychologist. Although Sarah is able to verbally 
communicate in three-word sentences, she often gets frustrated. For 
example when, Sarah says "drink milk ," her parents , eager to reward the 
communication rush to get her a glass of milk. Sarah ' s response is to push 
the glass away and have a tantrum , to which her parents indicate there is 
nothing they can do except to wait out the next 5 to 10 minutes until the 
tantrum subsides. 
During writing time, she picked up a pencil upon the prompting of her 
aide for hand-over-hand instruction on writing the alphabet. However, as 
in the past, she refused to look at what she was doing but focused on the 
sound air rushing through the ventilation grate in her classroom. She then 
escaped from the aide to pick up a stuffed animal. However, as she was 
lifting the object up for a closer look it slid out of her hand because her 
attention was now drawn to the sound of a wind chime tinkling outside of 
the window. 
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When Sarah is left to her own devices, she runs around attracted to 
different objects and sounds in the room. However, rather than exploring 
the stimulus she was just attracted to, she immediately is distracted by 
something else in her environment. Sometimes, this miming around 
causes Sarah to have a tantrum as well. Her mother remarked, "Sarah is a 
great explorer but never stays with what attracts her to learn anything 
about it." 
Case 3. Sam, a 10-year-old boy diagnosed with high functioning 
autism, is fascinated with airplanes and talks about them at every 
opportunity. In fact, he recently was able to hold is own very well with an 
air force pilot in a discussion about vector thrust steering - until the 
gentleman tired after an hour of conversation on this subject. Sam almost 
always finds a way to bring airplanes into his interactions with others. 
This intense interest interferes with his education, life at home, and when 
interacting with others. 
In school, Sam exhibits difficulties in reading comprehension, but 
when properly organized by his aide, performs at above grade level in 
mathematics. Having difficulties in fine and gross motor control, he is 
often the last picked for team sports in gym and most of the children in his 
inclusion class shun him during lunch and recess. During the period prior 
to gym , Sam ' s teacher indicates that his repetition of questions increases 
dramatically and he rocks so much in his chair that it squeaks, disturbing 
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the rest of the class. 
Yesterday, before gym class Sam's repetitive question was "what time 
is math scheduled for today"? Although the class was supposed to meet at 
its usually scheduled time of 1:30pm that day, it was cancelled due to a 
general school assembly. Rather then telling Sam about the change in 
plans and risking a tantrum, the teacher responded with "math will meet 
later today," figuri ng that she could help Sam deal with the schedule 
change after gym class. Sam's repeated requests as to what time the class 
would meet was continually answered with " later today" by the teacher. 
Later that period Sam 's mother was called to remove him from school 
because he had bitten a teacher and was having a major meltdown on the 
classroom floor. 
Analysis of Phase One Data 
After the data were received and validated for accuracy by the respondents, it was 
processed for discrete and unique constructs of the each participant's theoretical 
constructs as areas of agreement and differences are determined. The goals of the 
analyses were to examine the paradigms of successful interventions techniques as 
interpreted by key developers of the methodologies being examined. The basic beliefs of 
the infom1ants were examined employing a constructivist approach outlined by Guba and 
Lincoln ( 1994). This approach includes the aim or purpose of the inquiry, the nature of 
knowledge, how the knowledge accumulates, and accommodating multiple voices each 
having their own set of not entirely mutually exclusive realities (pp. 113-115). 
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Applying Guba and Lincoln ' s (1994) guidelines, the aim or purpose of the inquiry 
was to understand and reconstruct (Guba & Lincoln, 1994) the theory and practice behind 
what led the informants of the chosen methodologies to arrive at their beliefs as well as 
collecting information to summarize in the structures developed from the work of Yarnell 
(2000) and Miller (2000). To that end, the transcripts of the interviews were analyzed for 
both manifest and latent content in an attempt to strike a balance between depth and 
specificity. The manifest content is the data that is immediately apparent by just reading 
the text itself (Babbie, 1986). One example of manifest content is "We maintain that 
each child - no matter how withdrawn or disorganized - is trying to find a way to cope 
with the world," (www.millermethod.org) . On the surface this statement indicates that 
the child strives towards greater understanding of his or her environment. 
While consensus between with the developers of the methodologies was highly 
unlikely at all levels, it was deemed interesting to see where there was agreement as the 
latent content of the interview material becomes apparent through analysis. The latent 
content refers to the underlying meaning of the answers by the respondents (Babbie, 
1986) on two levels . The first or surface level agreement is where two or more 
respondents use the same or similar words in their responses to a given question . For 
example, both lvar Lovaas and Arnold Miller agree that self-stimulatory behavior often 
serves to meet a sensory need (Lovaas, 2002 ; Miller, personal communication, May 31 , 
2000). The second or deeper level agreement is where the respondents use different 
tenninology to describe the same phenomenon (Temple Grandin, personal 
communication, October 17, 2004). An example may be the description of "system 
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disruption" per the Miller Method (Miller & Eller-Miller, 1989, 2000) and "stoppage" as 
employed by practitioners of applied behavioral analysis (Lovaas, 2002). Both of these 
terms refer to making a change in a child's routine with the goal of inducing functional 
communication. 
A final area of area of analysis was to see if any statements may be used to predict 
future statements. For example, when discussing the use of self-stimulatory behavior, 
some theorists may maintain that it is useless and should be eradicated whereas others 
may focus on shaping those actions to more functional behaviors. In summary, the hope 
was that analysis of the transcripts would reveal themes, threads, or relationships between 
responses. 
Further, it was also hoped that the analysis of the data would serve to provide "at least 
some movement towards consensus among the most competent" (Guba & Lincoln, 1994, 
p. 113) regarding the methodologies being examined with the knowledge that differing 
factors such as educational, political, and gender may account for the multiple yet valid 
points of view and theories to exist (Guba & Lincoln, 1994). Accumulating knowledge 
as previously described is the beginning of a process that will allow future research to 
construct further parallels and contrasts through a "hetmeneutical/dialectical process as 
varying constructions are brought into juxtaposition" (Guba & Lincoln, 1994, p. 114). 
Phase 2 - Interviews 
Data from the initial query set the stage for a one-hour video recorded face-to-face 
interview with the informants centered on the questions below plus any material that 
might come up from the responses analyzed in Phase 2. An open-ended interview 
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technique was used as a way to allow respondents to word their responses however they 
choose as opposed to a closed-interview method where responses are selected from a 
field of predetermined answers. The three types of open-ended interviews are an 
informal conversational approach, using a question guide to address given topics, and a 
standardized open interview (Patton, 1990). 
Type of Interviews 
The three major types of open-ended interview approaches are " the informal 
conversational interview, the general interview guide approach, and the standardized 
open-ended interview" (Patton, 1990, p. 280). The first type of interview is 
conversational and free-flowing in nature where the interviewer has maximum flexibility 
to pursue information as deemed appropriate primarily through the immediate context 
(Patton, 1990). Given that interview questions change over time between interviewees, 
this type of interview is best employed when the researcher has a lot of time to stay in a 
particular setting. 
The general interview guide approach is more structured in that a framework of the 
issues to be explored with each respondent is determined before the interview, but neither 
the order in which they are addressed nor the wording for the questions is detem1ined in 
advance (Patton, 1990). There is flexibility for additional questions but they must remain 
within the predetermined framework of the interview. 
The most structured of the tlu·ee interview types is the standardized open-ended 
interview, where each person is asked carefully worded prewritten questions with 
clarification and probing questions also determined in advance for systematic interviews 
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(Patton, 1990). This approach allows respondents to view and prepare answers to the 
questions in advance ofthe interview, thus reducing the possibility of misunderstandings. 
This study combined aspects of the standardized open-ended approach and the 
general interview guide. A number of predetermined questions selected for the study 
were made available to the respondents in advance to allow them time to prepare their 
answers. This standardized open-ended approach was combined with the general 
interview guide technique in order to allow flexibility to ask additional probing questions 
as they come up during the interview. However, these probing questions were confined 
to the framework outlined by the pre-selected questions. 
Gathering Data 
A three-round question series methodology adapted from the Delphi method 
(Linstone & Turoff, 197 5) was used to query the persons identified for answering the 
questions. The Delphi method was chosen to assist in obtaining a clear sense of the 
fundamentals of the chosen methodologies in terms of their research, philosophy, 
strengths and challenges, common en·ors, and the most productive course for future 
research according to each method ' s traditions in a standardized manner. Prior to setting 
up an interview time, initial contact was made using a letter (see Appendix B) to 
introduce the project and to indicate an upcoming follow-up call to set up an 
appointment. 
Answers to the questions were gathered in three stages. The first stage involved 
recorded face-to-face and telephone interviews, followed by transcription of content into 
written form. The second stage involved e-mailing the transcriptions to the participants 
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for review to ensure accuracy of transcription as well as for intent of content. The third 
stage focused on ensuring final accuracy of the transcription and gathering opinions on 
similarities and differences between methodologies as seen by the participants. All of the 
participants were afforded the opportunity to revise the professionally transcribed text of 
their interviews. Some of the theorists made substantial changes whereas others made 
very few. Two of the participants were contacted again for brief clarification of their 
modified text. 
Analysis of Information 
This study, from the viewpoint of the researcher as "passionate participant" (Lincoln, 
1991 ), facilitated a multi-voice reconstruction through analysis of five voices from the 
different methodologies being examined with the goal accommodating " several views 
within a single conceptual framework" (Guba & Lincoln, 1994, p. 115). 
Timeframe 
Below is a breakdown and timeline for the completion of this project. There were 
three major tasks in the initial inquiry stage to be accomplished with seven major tasks 
that needing accomplishment for the interview portion of the study. The nature of the 
tasks allowed for more than one to be worked on at a time. For example, the recording of 
the first interviews were in the transcription phases whereas some of the remaining 
respondents had yet to be interviewed. The first step was to e-mail a letter of request to 
participate in this project to the theorists themselves or their administrative assistants . 
The letter summarized the project and participant role with a promise to share the results 
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of the study. It is expected that this task will take two weeks. Setting dates for the one-
hour interview commenced on February 17, 2005. 
The one-hour video recorded interviews started on January 2, 2006 It took until 
March 11 , 2006 to interview the five theorists in their offices. Immediately after the first 
interview the transcription services of Kristi Henry-DiMattia were employed. After the 
each transcription is completed and verified for accuracy by my comparing the work 
against the audio recording, the text was submitted to the informants, giving them the 
opportunity to correct errors, make clarifications, and to expand on topics discussed as 
they feel necessary. In some cases, brief clarifying questions were asked of their 
responses . 
Once the final round of transcripts is received, analysis for content began for 
simi larities, difference, and to fill in the matrix as previously discussed. Below is a 
summary of the work plan schedule for phases one and two of the project is seen in 
Figure 8. 
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Figure I 0. Timeline of the study 
Phase 1 - Query on Autism Definition and Case Studies Followed by Analysis & 
Phase 2- Face-to-Face Interview and Analysis of Data 
Task Time in Months in 2005 
E-mail letters 
requesting 
participation of • 
respondents to the 
theorists. 02/1 7 
E-mail autism 
definition and 
case studies to 
infonnants. 
Receive 
responses from 
re~ondents 
Resubmit 
responses to 
participants for 
validation. 
Swnmarize and 
analysis of 
responses. 
Schedule 
recorded 
interview with 
pmticipants. 
Recorded 
interviews with 
pmtici pants. 
Transcribe tapes 
of interviews. 
Submit transcripts 
for validation 
pmticipants. 
Receive va lidated 
transcripts from 
patticipants. 
• 
02/22 
02/24 06/27 
03/03 06/27 
03/05 07/01 
03/10 
06/ 15 
11 /04 
11 /06 _ , 
11 /28 
12/07 
Months in 2005 01 I 02 I 03 I 04 I 05 I 06 I 07 I 08 I 09 I 1 0 I 11 I 12 
Key: Phase One 
Phase Two= 
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Phase 1 -Query on Autism Definition and Case Studies Followed by Analysis 
& 
Phase 2 -Face-to-Face Interview and Analysis of Data (Continued) 
Task Time in Months in 2006 
Face to face 
round of 
interviews with 
participants. 03/1 1 
Transcribe tapes 
of interviews. 04/14 
Contact 
theorists to 
validate 
transcriptions. 04/28 
Receive 
validated 
transc1ipts. 06/06 
Contact and 
receive 
clarifications 
from the 
theorists. 04/2 1 12/18 
Analyze 
transcripts. 06/ 18 
Write up results. 
Months in 2006 01 I o2 I o3 I o4 I os I o6 I o7 I os I o9 I 10 I 11 I 12 
Key: Phase One 
Phase Two - ·-· . ·----- .. 
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Phase 1 - Query on Autism Definition and Case Studies Followed by Analysis 
& 
Phase 2 -Face-to-Face Interview and Analysis of Data (Continued) 
Task Time in Months in 2007 
Analyze 
transc1ipts. 05/31 
W1ite up results 
and edit. 08/07 
Months in 2007 01 I o2 I o3 I o4 I os I o6 I o7 I os I o9 I 10 I 11 I t2 
Key: Phase One 
Phase Two - r==:::. 
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The Questions 
Following a general format of starting with the past before getting to the present, 
followed by a look into the future , the initial two interview questions centered on the 
theorists' experiences, requiring straightforward descriptions that should be easy to recall, 
and necessitate little interpretation (Patton, 1990) . Further descriptive material was 
gained by asking probing questions where further detail was needed. Questions 3 
through 5 , while still concerning the past , require more of a knowledge base and skill of 
the methodology in order to analyze how developing theory has been modified, 
confirmed, and augmented. Questions 6 through lO bring the discussion to the present. 
Questions 6 , 8, 9 , and 10 focus on obtaining opinions and value, whereas Question 7 is 
more knowledge-based. Moving towards the future, Question 10 continues by looking 
for an opinion-based response. Question 11 takes the respondent from the past, present, 
and future by examining his or her feelings about societal acceptance of children on the 
autism spectrum. Question 12 was added, shortly before the first recorded interview, 
based on a discussion with Gerald Fain (Personal communication, May 3, 2006). This 
question strove examining the theorists ' opinions, values, and feelings , if one day in the 
future a cure for autism was developed. The questions are in Figure 11. 
Figure 11. Questions for the Interview 
l. What got you into this field? When did you first become interested in autism? 
Was there a critical event or was this commitment to the field developed over 
time? 
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2. Tell me about the hallmark events . Those experiences you recall as most 
memorable in your work with children. What experiences were the most 
challenging and what was most rewarding of your journey from your starting 
point until now? 
3. Are there any parts, big or small , in your original theoretical orientation to this 
field that you rejected over the years because of what you learned from your 
own research or that of others? 
4. Please tell me about the hallmark findings from your research and that of others 
essential to the theoretical basis of your theory and practice. 
5. Is there something you learned from your research and experience that has 
separated you and your work from others perhaps causing you to create a new 
belief or theory? 
6. If you were to consult or do a workshop with persons using your approach what 
are the 2 or 3 things that are essential for others to learn about your work? 
7. What criteria do you consider to be most valid in measuring the progress of 
students? Please tell me about your use of: 
A. Standardized instruments 
B. Non-standardized instruments. 
8. What do you see as the unique strengths of your method? 
9. What about your method differentiates it from the others? 
10. In your opinion, where does the greatest gap exist in research , which if filled 
might prove to benefit the greatest number of children on the autism spectrum? 
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11. Looking at our culture's acceptance of children on the autism spectrum; what 
changes have you seen from the time when you started until the present? What 
to you see in the future for children on the autism spectrum in this society? 
What changes in public policy would be most useful to enriching the lives of 
children with autism and provide the greatest benefits to their families? 
12. You spent your whole life building a career on helping children and adults on 
the autism spectrum. Let us suppose that, tomorrow JAMA comes out with an 
article that says, we found that autism etiology is based on a disruption in the 
endocrine system. And by, putting certain eye drops into babies when they are 
born, ugh, we are able to eliminate any possibility of autism ever occurring. 
What would you do? 
The characteristics of the above questions can be summarized in Figure 10. 
Figure 12. Questions examining different aspects of a theorist 's experience , 
opinions, values, feelings, and knowledge from the past to the future. 
Type of questions Past Present Future 
Experience 1' 2 
Opinions and values 6 ,8,9, 10 11 ' 12 
Feelings 11 11 11 ' 12 
Knowledge 3,4,5 7 
Adapted from, Patton , M. ( 1990) . Qualitative research and evaluatio!l methods, 2"d ed. 
Thousand Oaks, CA: Sage Publishers . 
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CHAPTER FOUR 
RESULTS 
The data were collected employing two ways of gathering information from the 
respondents. The first phase involved acquiring data through theorist responses to a 
written survey focused on the definition of autism and analysis of three case studies 
designed to cover the wide breadth of the autism spectrum. In the second phase, data 
were collected via face-to-face videotaped interviews, which were subsequently 
transcribed. The focus here was on the participating theorists ' intellectual history . In 
keeping with the goal of obtaining maximum fidelity in terms of representing the 
theorists' intents, ample opportunity was provided for interviewees to review their 
responses and make modifications as they saw fit. Some theorists made significant 
changes whereas others left their transcripts almost as they were received. 
Nature of the Data Collection Instruments 
After obtaining consent from the theorists to take part in this study, the first phase 
of questioning was carried out by an e-mail survey in two parts. The first part focused on 
definitions of autism, the second on case studies. In the second phase, data were 
collected through recorded video of face-to-face interviews, which were transcribed to 
text and reviewed for accuracy of intent by the theorists. 
Phase One- Parts 1 & 2: Definitions and Case Studies 
The questions in the first part of this phase focused on defining autism; beginning 
with the DSM IV and ending with a proposed definition of the autistic condition using 
input from experts in the field along with a person on the autism spectrum. The first 
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phases specifically queried the theorists via e-mail their suggestions for changes they 
would like to see in definitions from both the Diagnostic and Statist;cal Manual of 
Mental Disorders- Text Revised (2000) as well as a definition proposed by the author. 
Following the questions on definitions, three fictional case studies were developed 
based on the researcher ' s experiences in working with children on the autism spectrum 
with the following parameters. In order to approximate the gender ratio of people with 
autism spectrum conditions, the three case studies consisted of two boys and one girl , 
aged 3 to 10 years of age. Each individual case addressed a different level of severity of 
autism; specifically, severe, moderate , and high functioning or what some people would 
consider as Asperger Syndrome. Further, each case addressed challenges in behavior, 
social interaction, and communication. The theorists were asked to focus on how their 
approach explains and then suggests interventions for the challenging situations 
expressed in the short vignettes. 
Phase Two- Face-to-Face Interviews 
The face-to-face interviews took place where the theorists did their work in order to 
maximize their convenience. Ninety-minute sessions were scheduled involving about 60-
minutes of actual video-recorded interview time. Following , the recorded interviews 
were professionally transcribed and reviewed by the theorists for accuracy to maintain the 
fidelity of the intent of their meaning. Some theorists made substantial changes whereas 
other made almost none at all. (Appendix F) 
Data from the Survey 
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Although the importance theorists ' life ' s work cannot be over emphasized , for the 
sake of maintaining the flow of this study, the entirety of the transcripts are located in 
appendix A. Spending time with these transcripts is the only way the reader will gain a 
true understanding of the rich and unique background as well as the work of these 
theorists. Appendix G summarizes the data making up the written responses to Phase I. 
DATA FROM THE VIDEO RECORDED INTERVIEW TRANSCRIPTS 
Phase II of the study consisted of videotaped recorded interviews of theorist running for 
approximately 60 minutes each. The interviews were professionally transcribed and as 
with Phase I, theorists were given amply opportunity to verify that the transcript of the 
interview fairly and accurately represented what they wanted to say. Some of the 
theorists made extensive, significant changes whereas others made almost no 
modifications at all. (Appendix H) 
Summary 
Data was gathered during the survey and interview stages . One of the unique aspect 
of this study was the availability the original developers for survey and interview. The 
timing of this study was unique in that given the relatively short history of autism 
spectrum diagnosis most of the developers of the approaches examined are still alive. 
For situations where the original developers were not available , people who worked 
closely with these theorists were consulted. 
For example, most of the theorists agreed in that the DSM IV-TR definitions were 
lacking in completeness in describing the characteristics of autism. Another was that 
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most of the people interviewed felt that people with autism had positive contributions to 
make to society. 
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CHAPTER FIVE 
DISCUSSION 
The first phase of this study surveyed a group of theorists (Tristram Smith , Gary 
Mesibov, Ann Roberts, Arnold Miller, and Serena Wieder) regarding their thoughts about 
the DSM IV-TR definition of autism. In addition, the theorists were asked to explain and 
address challenges in behavior , communication, and socialization for children on the 
spectrum and reflect on the approach they had developed to address these issues . Three 
carefully constructed case studies were presented for them to react to. 
The second phase of the study consisted of 60-minute video-recorded interviews 
centered on questions relating to the theorists ' intellectual histories , gaps in and 
suggestions for further research , and social acceptance of children with autism. 
Phase One- Definitions and Case Studies 
The first section of the initial phase focused on definitions of autism from both the 
DSM IV-TR (2004) and one proposed by the author. The goal of second section of the 
initial phase was to examine how each of the theorists explained and then recommended 
interventions for a cross-section of children and challenges meant to represent the 
diversity of the auti sm spectrum . 
Definitions 
Tristram Smith and Gary Mesibov initially indicated that the DSM IV-TR criteria fit 
their conceptions of auti sm. However , further discussion revealed that theyboth would 
like to see better delineation of the individual categories . Specifically , Smith would like 
to see Rett Syndrome be removed and have Asperger Syndrome placed in an appendix 
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pending further study. Mesibov , as well as Roberts, Miller, and Wieder (i.e. , four out of 
five theorists) expressed a preference for an inclusion of sensory issues. Roberts hinted 
at the DSM IV-TR definition being out of date and would like to see a more neurological 
basis for the definition. Miller was troubled by the checklist approach and recommended 
inclusion of closed system disorder and system forming disorder as part of the criteria. A 
multidimensional approach rather than categorical was promoted by Wieder. She also 
suggested that characteristics be expressed in varying degrees rather than just being 
present or not and noted a preference for clinical research driving the creation of a 
definition. 
As with the DSM IV-TR definition , two out of the five theorists (Mesibov and Miller) 
were satisfied with the proposed definition of autism. However , Mesibov desired further 
clarification about "body to environmental awareness." Miller would like more 
specificity regarding the categories of closed system disorder and system forming 
disorder. The other three theorists were not satisfied by the definition, viewing it as too 
broad and general to be useful. Smith felt that sensory integration was overemphasized 
and would like to see objective, specific criteria supported by empirical research . 
Roberts would like to see mention of activity level , visual-motor integration, and 
cognitive functioning. Finally, Wieder would have liked a more developmental and 
social slant to the definition and has four main categories of autism3 as contrasted to 
Miller's two categories. 
3 The four categories of autism according to Serena Wieder are (a) ear ly symbo lic with 
constrictions, (b) purposeful problem solving with constriction, (c) intermittently engaged and 
purposeful , and (d) aimless and unpurposeful. 
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Case Studies 
Three case studies were developed to determine how each of the theorists explained 
and developed interventions for children on the autism spectrum. The case studies 
presented some of the more common challenging behaviors found across the autism 
spectrum. 
Robert 
Behavior. Smith recommended starting with a functional behavioral assessment to 
determine possible triggers for challenging behaviors with a referral for medical 
examination, if necessary. In contrast , the other four theorists, Mesibov, Roberts, Miller, 
and Wieder, took the approach of initially developing successful interactions with the 
child . 
Smith would start by establishing a productive work routine using Robert ' s strengths, 
provide clear visual directions, and establish "work before play." Roberts would develop 
her bond with physical interaction such as roughhousing , ticking, and giving hugs before 
teaching Robert to take turns with the cups. Emphasis on group interaction would be 
made. Miller would enter Robert's activity system through exact imitation of activities 
using the cups and saucers as a medium followed by introducing variations and system 
expansions. Finally, Wieder indicated that practitioners of DIR do not separate behavior, 
socialization, and communication into distinct categories. She suggested that Robert has 
difficulties in discrimination and the cup flinging was an attempt to control the activity. 
Eight 20-minute Flo01·time sessions were recommended . 
Social interaction. Smith would evaluate social skills with the Vineland Adaptive 
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Behavior Scales and possibly the Auti sm Diagnostic Observation Schedule (ADOS). 
Older children would receive intervention on imitation , joint attention, play, individual 
and group social interaction , perspective taking, and problem solving. Roberts, Miller , 
and Wieder , or three out of the five theorists, took a more relational approach by focusing 
on developing successful interactions from the very beginning. As mentioned above , 
Roberts would find a way to develop successful interactions with the child, beginning in 
the physical realm and moving towards the social, by taking turns and emphasizing group 
interactions. Miller would enter the child's system through exact imitation of activities 
before moving to the use the cups and saucers for developing social interaction, 
culminating with variation and expansions of the activities with these objects. Wieder 
would start with a Floortime program with an adult, then introducing another child, and 
moving on to fading support from the adult away . 
C01nmunication . As with the behavioral and social interaction domains, Smith 
recommends an initial assessment. Communication challenges would be addressed by 
initially teaching the child to make requests . As communication skills increase, age-
appropriate conversations, self-monitoring , nonverbal communication , and pragmatics 
are would be taught. Miller would employ the narration technique , with all incipient 
gestures or sounds made during system interruptions treated as a communicative attempt. 
Finally, Wieder would encourage augmentative communication strategies , Visua ll y 
based , and songs for school-based transitions, and preverbal com municati on would be 
encouraged as well. 
Theory. Smith indicated that behavioral treatments were primary, with medication 
Ill 
secondary. The Treatment and Education of Autistic and related Communication-
handicapped Children (TEACCH) approach, according to Mesibov , is driven by social 
cognitive developmental theory , buttressed with neuropsychological research. Miller 
maintains that children with closed system di sorder urgently need to maintain their rituals 
and require careful challenging. Systems theory further suggests that children with 
closed system disorder tend to be single-track with an emphasis on objects. Pairing 
people with object helps the chi ld take in the person with the object according to the 
theory of " inclusion" (Miller , 2007, P. 143-144). 
Sarah 
Behavior. Smith , Roberts , and Miller suggested that although Sarah may be speaking 
in words, her communication is not functional. Smith would start with a functional 
behavioral assessment and see if parents might inadvertently be reinforcing challenging 
behaviors . Also, Smith would assess to see if Sarah's communication is sufficient for her 
needs. Mesibov suggested that Sarah's communication may be nonfunctional , causing 
frustration. He too recommended assessment, in this case in the cognitive, 
developmental , and communication domains in an effort to match assessments to her 
functioning level. Miller classified Sarah as primaril y havi ng a system forming disorder 
and recommended fast-paced activities in a distraction-free environment to enable her to 
form systems. Additional, Miller felt Sarah was not ready for academic work. Wieder 
wou ld focus on emotional capacities , f irst with an assessment, followed by looking for 
underlying sensory issues. Meaningful co-regulated problem-solving act ivities, sensory 
diet, and , in contrast to Miller ' s recommendation , visually based classroom activities for 
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classroom work. 
SociaL interaction. Smith would follow assessment with pictorial activity schedules, 
increase time spent on each activity, and work on prompting and reinforcement 
procedures to increase attention span. Wieder recommended many hours of daily 
Floortime both at home and at school to develop mutual engagement and reciprocal 
attentions, engagement, and reciprocal interaction- all following the child ' s lead. 
Communication. Wieder, the only theorist to directly answer this question, suggested 
that Sarah's nonfunctional language combined with poor gesture use added greatly to her 
frustration. As a result, Wieder recommended focusing on preverbal gestures and 
nonverbal communication in the context of meaningful experiences and to make use of 
her visual strengths . 
Theory. Smith indicated that he was more interested in research-proven 
interventions , whereas Mesibov and Wieder suggested that Sarah would benefit from 
their respective approaches (TEACCH and DIR). Miller and Wieder focused more on 
meeting the child where she was and beginning the intervention from there . As 
mentioned, since Miller classified Sarah as having system forming disorder , he 
recommended fast-paced activities to connect parts of the system. System formation 
could then be followed by complications and expansions . Lastly , Wieder would meet 
Sarah where she is in the DIR domains and work to develop emotional of affective 
connections . 
Sam 
Behavior. All five of the theorists noted that Sam needed a schedule to get through 
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his day successfully . Specifically, Smith would help Sam use Social Stories ™ and 
picture schedules to prepare for changes in his routines as well as employing differential 
reinforcement of low rates of behavior. Initial brief discussion of scheduling questions 
by Sam would be allowed and finished with "we are all done." This phrase would be 
repeated in response to additional requests by Sam, coupled with a redirect to talk about 
something else. Roberts indicated that Sam's cognitive strengths may blind teachers to 
his true needs, implying a need for proper observation and/or evaluation of Sam 's profile. 
She would also work to build an initial bond with Sam through his airplane interest 
followed by naturalistic education in individual and group social interaction . Miller ' s 
interpretation was that events in Sam's world are linearly connected like links in a chain. 
A change in one of those activities results in catastrophic failure like a broken link in the 
chain. Changes should be worked through using a schedule whereby Sam participates in 
erasing or covering up the cancelled activity and writing in the new one- emphasizing 
that the change is for "this day only." The remaining activities that Sam accepts should 
be reviewed. Wieder explained Sam's difficulties with the change in schedule by 
referring to neurologically based regulatory challenges rather than intentional behavior. 
Occupational therapy and Flom·time-based psychotherapy rather than cognitive 
behavioral therapy was recommended due to Sam's lack of ability to generalize. The 
schedule and activities should be modified towards Sam ' s coping ability in order to 
maximize success. 
Social interaction. Smith would focus on conversation skills , peer play , participation 
in group activities, perspective taking, and problem solving. Miller found Sam ' s ability 
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to interact encouraging, but noted that it was in a closed system manner. Sam could be 
taught to move to other verbal systems by expanding the airplane systems and , as his 
anxiety levels permit , establish multi-systems. Wieder recommended exten ive 
Floortime sessions focused on opening circles of communication, interpreting nonverbal 
communication, and developing age-appropriate interests. 
Theory. Roberts would adapt Daily Life Therapy to Sam' s needs . The focus would 
be on the whole child rather than remediating autistic behaviors. Mesibov and Wieder 
indicated that their responses for this question were the same as for Robett. 
Phase Two- Interview Questions 
Through video-recorded interviews, theorists were asked 12 questions focused on 
primarily on their intellectual history, changes in theoretical constructs, the uniqueness of 
their approaches, and recommendations for research. 
Question One: Entry into Autism as a Field of Work 
Smith 
Noting two events over a three- to four-year period in undergraduate college, Smith ' s 
interest in autism was piqued by his observation of extremely varied abilities of people 
with autism. Research work with lvar Lovaas was another key factor. 
Mesibov 
Mesibov ' s interest in special needs, in general, began when serving as an assistant for 
a college student with polio. Later studies with Bandura and working with Eric Schopler 
in the formative days of TEACCH solidified his interest in autism , in particular , in 
adolescents and adults. 
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Roberts 
After realizing that difficulties in science classes would thwart her desires to go into 
medicine, Robert's interest in psychology since a child guided her towards a sense that 
mind and body were holistically connected. A master ' s degree and Ph.D . work at Boston 
University further focused her interests in making connections with people who are 
nonverbal. 
Miller 
Developing over time Miller's initial interest in chjld development with Werner's 
work on the "here and now" and Piaget ' s theories combined with his own work with 
children diagnosed with mental retardation but did quite fit the criteria for this disorder. 
The physical beauty of many children with autism combined with their lack of emotional 
response inspired Miller to make it possible for them to engage in successful interaction. 
Wieder 
Beginning with her Ph.D . thesis in infant mental health, Wieder noted a lack of an 
intervention model that included the environment, relationships, as well as neurological 
and biological aspects of children with autism. This void spurred her to develop an 
approach that emphasizes emotional interaction in developmentally appropriate manners. 
Interest in autism for all five of the theorists appeared to develop over time. Another 
key commonality is that their initial interest in autism and their continued work was 
driven by questions related to helping children on the autism spectrum meet their 
challenges . 
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Question Two: HaLlmark Events as Well as Challenges and Rewards 
Smith 
Transforming his confusion from trying to make sense of apparently nonverbal 
routines into finding ways to make connections was very rewarding to Smith. He is also 
very touched when former clients keep in contact with him as they reach adulthood. 
Mesibov 
Mesibov' s interests in clinical psychology and social skills training, combined with 
studying how persons with diverse neurological conditions interact is very challenging 
yet rewarding. Watching the people he has helped grow over time as well as maintaining 
long-term relationships with students, clients, and colleagues has also been very 
meaningful to him. 
Roberts 
Roberts' hallmark events are vicarious as she witnesses parent reactions to their 
children 's newly learned capacities. Making positive differences and structuring her 
teachings so that students have a 100% success rate is very rewarding to her. 
Miller 
Noting the increase in focus and intention of children picking their ways across stones 
in a ditch was a hallmark event in Miller 's work employing elevated structures. Working 
with Heinz Werner was another such event. Overall, seeing children develop capacities 
during therapy sessions are most rewarding to Miller. 
Wieder 
Discovering the large impact affect has on child development as well as the 
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importance of visual-spatial processing were hallmark events for Wieder. 
Developing meaningful relationships with children and the people supporting them 
seems to be important to these theorists. Realizing how things "work" for children with 
autism as well as developing ways to help them seem to be common hallmark events. 
Question Three: Rejection of Original Theoretical Orientations 
Smith 
Tristram's original reliance on standardized test scores to accurately assess the 
capacities of children with autism was a significant area of rejection. He now focuses on 
unique or individual aspects of children with autism. He deemphasizes the applied 
behavioral analysis approach in favor of brain-based methods as he feels that a rote 
learning style is not good for people with autism. 
Mesibov 
Mesibov also now considers the characteristic of highly focused attention skills as a 
strength, rather than as a deficit. 
Roberts 
Roberts quickly rejected graduate-level research involving the shocking of sheep into 
neurosis. Other areas of change include the rejection of the one-on-one model to group 
instruction as well as the use of medicine to treat autism. 
Miller ' s initial idea that elevation was the only key to great body-to-environmental 
awareness was rejected when he observed children acc limating to the height. Another 
change occurred when Miller realized that elevation was a catalyst rather than a precursor 
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to system formation. 
Wieder 
Wieder has rejected no original theories but built her approach through refinements 
and elaborations on her work. 
It is encouraging to hear that these theorists maintained sufficient flexibility to change 
when their beliefs no longer reflected practice. While not rejecting any original 
orientations, it appears that Wieder prefers to see things proven before making them a 
belief or orientation. 
Question Four: Hallmark ofTheorists' own and Other 's Work 
Smith 
Discovering the importance of early intervention for positive outcomes was a primary 
hallmark for Smith with the importance of early identification being secondary. 
Mesibov 
The importance of proper environmental structuring, organizing the day , as well as 
certain activities where hallmarks for Mesibov. Other hallmark concepts included 
customizing one's approach to the child 's needs and working in mainstream 
environments. 
Roberts 
The three pillars of physical health, emotional stabi I ity , and intellectual sti mutations 
enabling the child with autism to lead a balanced and orderly life are hallmarks of the 
Daily Life Therapy for Roberts. 
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Miller 
The concept of the power behind disrupting a system at the place of maximal tension 
as an engine for fueling development is the central hallmark for Miller. 
Wieder 
Research allowing Wieder and Greenspan to classify children with autism into new 
subgroups using a multi-dimensional rather than a categorical basis is a hallmark. Being 
able to detect lack of social initiation from almost at birth is another hallmark. 
As illustrated, four of the five theorists described hallmarks relating to helping 
children on the autism spectrum cope with the world. The fifth theorist ' s hallmark 
centered on better classification and identification of children with autism. 
Question Five : What Differentiates Your Workfrom Others? 
Smith 
Around 1990 , Smith ' s proposal of early ABA-based intervention differentiated ABA 
from other approaches. The analytical tools, although applicable to other approaches , 
also differentiate ABA from the other methods . 
Mesibov 
Mesibov reported the belief that the recognition that people with autism learn 
differently is unique to TEACCH. Helping people with autism achieve success 
employing the strengths they have rather than attempting to make them " normal " is 
another differentiator of TEACCH from the other approaches. 
Roberts 
Using sound educational principals matched to autistic learning styles differentiates 
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Daily Life Therapy , according to Roberts . Autism is thought as a way of being rather 
than a disease or illness, and the focus is on teaching the whole child rather that 
correcting deficits . 
Miller 
A consistent and concerted effmt to understand reality from the viewpoint of children 
with autism differentiates the Miller Method from the others, according to Miller. 
Another differentiator is the belief that when entering a system that represents the entire 
world to the child with autism, one is allowed to be included in that child's world. 
Wieder 
Integrating knowledge from different areas of developmental processing with a 
neurological emphasis while remaining open to learning and using techniques from other 
approaches as needed differentiates DIR from other approaches. 
From the emphasis on analytical tools and data to looking at persons with autism as 
different as opposed to necessarily disordered, this question resulted in the greatest 
diversity between responses from the theorists. 
Question Six: The Two or Three Things Comprising a "Take Home " Message 
Smith 
1. The basic principles of ABA such as the ABC model for teaching new skills and 
addressing challenging behaviors . 
2. The wide diversity of techniques falling under the ABA umbrell a. 
3. Different models of delivery from intensive behavioral for young children to 
inclusive settings. 
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Mesibov 
1. The differences found in people with autism are a positive, and education focuses 
on using these differences to enable autistic people to be the best they can be. 
2. "Normal" development is merely a helpful guide to work with the different 
developmental sequence people with autism experience. 
3. Very small differences in educational deli very can make a big difference in 
effectiveness for people with autism. 
Roberts 
1. Daily Life Therapy uses a group rather than an individual model for teaching. 
2. Focus on teaching regulation of the physical , followed by the emotional aspects of 
the child therefore enabling intellect to develop. 
3. "Heart to heart" education or bonding forms the basis for developing a 
relationship with the child. 
Miller 
1. The concept of systems on the cognition of children with autism at the action, 
perceptual, and conceptual levels. 
2. The concept of system interruption and expansion using the acronym P(lace), 
L(ocation) , O(bject) , and P(erson) for promoting functional communication and cognitive 
development. 
3. The relationship of parent support versus parent demand for a positive prognosi s 
in children with autism. 
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Wieder 
1. Engaging the child in a continuous flow of interaction (opening and closing 
circles of communication). 
2. Variation in child capacity calls for a customized intervention plan. 
3. Developmental Individual difference Relationships (DIR) is also about worki ng 
with the family and their relationship with the child on the autism spectrum . 
Question Seven: Standardized and Nonstandardized Assessments 
Smith 
Smith employs standardized approaches to see if what students are learning makes a 
difference in their lives . Some standardized tests used include the Vineland Adaptive 
Behavior Scales and the ADOS. Nonstandardized assessments are used to see if a 
student is learning what they are being taught and for improvement over time. 
Mesibov 
Mesibov tends to avoid standardized tests since they are normed for typical people 
and , thus, lack validity for the autistic population . He does use the fo llowing 
standardized tests: Psycho Educational Profile III (PEP III) as well as the adolescent and 
adult versions , the TOLD , Wechsler Indi vidual Ac hievement Test , and the Woodcock 
Johnson Tests of Cognitive Abilities. Nonstandardized assessment includes measuring 
time of engagement because Mesibov feels it conelates to play , social skills and some 
areas of social and personal development . 
Roberts 
Ann uses standardized tests such as the Child Autism Rating Scale (CARS), 
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Intelligence Quotient (IQ), Leiter International Performance Scale (LIPS), and Peabody 
Picture Vocabulary Test (PPVT) only for determining governmental eligibility for 
funding, for determining baselines, or to obtain certain qualitative information. She 
realizes that her "teacher-assisted" approach compromises the score for standardized 
comparison. Additionally, Roberts questions the validity of any assessment used to 
measure a population that it was not normed for. 
Miller 
Although Miller uses no standardized tests , he realizes their importance, and to this 
end is refining a 107-item questionnaire to be filled out by parents. The result, the 
Umwelt Assessment, is designed to obtain qualitative information about a child's 
functioning for planning interventions. Miller also finds that observing a child's reaction 
to staged dramatic events to be helpful as part of his assessment repertoire. 
Wieder 
Serena uses standardized tests to answer specific questions regarding older children 
as well as the Functional Emotional Assessment Scale (FEAS) (Greenspan & DeGangi, 
1997) that is standardized to children with pervasive developmental disorders (PDDs). 
The DIR theoretical framework is used a clinically proven , but not standardized, 
assessment tool. 
All of the theorists made use of nonstandardized assessment instruments to measure 
things that could not be detected with standardized tests . Save for Smith , there was 
widespread questioning of the usefulness of standardized tests for assessing the autistic 
population. 
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Question Eight: Strengths of Your Approach 
Smith 
Smith mentioned a high degree of rigor in assessment and evaluation that can be 
generalized to all approaches. A unique aspect of ABA includes di screte trial trainings. 
Mesibov 
Mesibov pointed to the adaptability of TEACCH to other cultures. A group of 
children in a foreign country can successfully be taught in a TEACCH classroom. 
A consistent philosophy driving both treatment and development of the approach as 
well as emphasis on educating in groups were cited as unique aspects of Daily Life 
Therapy . 
Miller 
According to Miller, the emphas is on exploiting systems theory to expl ai n behavior 
and design interventions is unique to hi s approach. Not waiting for a child to produce a 
behavior, redirecting aberrant behaviors to functional ones or other is another unique 
aspect to the Miller Method according to Miller 
Wieder 
Wieder did not have a specific answer for thi s question. 
All the theorists responding to thi s question gave different answers , perhaps 
suggesting the great diversity in how these developers think about children with autism. 
Question Nine: What Differentiates Your Approach from the Others? 
Smith 
Tristram mentioned the volumes of careful data co llection for analys is and 
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application of discrete tri al trainings. 
Mesibov 
Mesibov said that helping children feel better and accomplish more rather than curing 
autism were unique aspects of TEACCH. He also considers TEACCH to be the most 
child-centered of approaches except for DIR . 
Roberts 
Roberts indicated focus on a multicultural perspective, intensive exercise, and an 
open door policy for visitors to help children learn socialization skills as unique aspects 
of Daily Life Therapy . 
Miller 
Miller pointed to the concept of system di sruption as a main differentiator between 
the Miller Method and other approaches . He also indicated that other approaches have 
adopted this technique but not the system-based explanation of its function. 
Wieder 
Wieder had no response to this question. 
As for the previous question , all the theorists responding to thi s question gave 
different answers, perhaps suggesting the great di versi ty in how these developers thin k 
about children with autism. 
Question Ten: Research Gaps 
Smith 
Smith would like to see additional research on comparative approaches, techniques, 
and other therapies focused on best matching interventions to the needs of people on the 
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autism spectrum. He would also like more effort placed on interventions for less severely 
affected people with autism. 
Mesibov 
Mesibov indicated that a different paradigm is needed that emphasizes comparative 
treatment evaluation and identifies ways to match approaches to the different subgroups 
of people with autism. He also noted difficu lties stemming from too many uncontrollable 
variables, difficulty in obtaining large sample sizes, and people getting stuck in their own 
approaches . 
Roberts 
According to Roberts, research focused on the multiple causes of autism along with 
providing lifelong needs of people with autism as well as services for the here and now. 
Miller 
Miller expressed concern over the proliferation of approaches lacking a solid research 
foundation. He would also like to see better subtyping of children with autism as well as 
unbiased research on difference approaches. 
Wieder 
Wieder would like to see more research in subtyping children with autism so that 
better descriptions may be developed. 
The responses to this question focused on nonbiased research comparing different 
approaches and finding ways to better describe and subtype children with auti sm. 
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Question Eleven: Cultural Acceptance and Recommended Changes in Public Policy 
Smith 
Smith noted a change from the shame surrounding autism diagnosis, often making it 
necessary to hide it from teachers, to today where inclusion is much more accepted. He 
would like to see more services for adults with auti sm and suggested that intervention fo r 
thi s group would likely be more focused and limited . 
Mesibov 
Mesibov also noted a change from a time where inclusion of a person with a 
di sability was the exception to now where it is the rule. Additionally, after seeing failure 
in adults with auti sm after " ag ing out" of support , he also would like to see more 
resources devoted to this segment of the autistic population . 
Roberts 
Roberts saw a reduction in shame attached to having an auti sm diagnosis towards 
more openness . She would also like to see supported , community-based li ving fo r people 
with autism. 
Miller 
With a change fro m "fi xing" children with auti sm to more optimism in working wi th 
the ir differences and characteri stics , Miller saw greater acceptance of those on the 
spectrum continuing to increase . He did noted , however, that inclusion is sometimes 
overemphas ized with insuffic ient support to make it successful . 
Wieder 
Wieder saw greater cultural acceptance and improvements in public policy be ing 
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parent-dri ven. She suggested that parental involvement in these two areas is greater in 
the autism community than in others. 
The theorists agreed that acceptance of people wi th autism in society has increased 
over time. Other things mentioned included a need for more supports for adults, and for 
people less severely affected with autism . 
· Question Twelve: If Autism Were Cured Tomorrow . . . 
Smith 
Taking a researcher's approach , Tristram would immediately call for replicating the 
finding and , if validated and faster than what he is doing now, would favor this method 
over ABA . He also suggested that ABA has uses outside of autism . He questioned the 
value of curing a population of people who have much to contribute to society as well as 
expressing a need fo r di versity. 
Mesibov 
While Gary would be happy for those seeking a cure and fi nd something e lse to do 
with his background in he lping children, he too questioned the value of eliminating 
autism from the di versity of human gene poo l. Like Smith , Mes ibov recognized the 
contributions people with auti sm make to soc iety while reali zi ng there can be a lot of 
suffering that should be ameliorated . 
Roberts 
Roberts would be fascinated from a sc ient is t ' s point of view and foc us on her pri vate 
practice. She noted that the Dail y Life Therapy approach is also educati onall y sound fo r 
teaching general education students as is done in the Musashino Higashi Gauken near 
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Tokyo. 
Miller 
Miller indicated that if a child where cured now , there would still be developmental 
gaps to close using his approach. People with other types of developmental disabilities 
would still benefit from his work. On the other hand, Miller mentioned that people with 
autism have much to contribute to society and should be supported in their areas of need. 
For example, he suggested that computer support for communication is often very 
helpful. 
Wieder 
Mentioning that a cure addresses a fantasy of hers that she would like to realize, 
Wieder suggested that the developmental nature of her work would continue in other 
areas. 
All of the theorists agreed that if autism were cured tomorrow , their work would be 
useful for other populations. Most of them also questioned the advisability of eliminating 
what is often an important aspect of the diversity of the human gene pool. 
Recommendations 
The theorists interviewed are people of good wil l, great intelligence , and experience 
in their lifelong work in what they believe is best for children on the autism spectrum. 
The wide diversity of philosophies, education , and life experiences they represent 
resulted in areas of both similarity and difference with respect to how best practice is 
developed and implemented for helping children on the autism spectrum achieve 
fulfilling and productive lives to their greatest potential. Below we shall examine each 
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question asked during the survey and face to face interviews in terms of whether the 
theorists agree and disagreed , followed by recommendations developed from their 
answers. 
Disagreement and Agreement with DSM IV Criteria 
Smith and Mesibov initially reported satisfaction with the Diagnostic and Statistical 
Manual of Mental Disorders IV, Text Revised (2000) criteria. However , Smith then 
indicated that he would like to see Rhett Syndrome removed and Asperger Syndrome 
placed in the appendix for further study . Mesibov later mentioned a wish for better 
delineation of subtypes and an inclusion of sensory issues. 
On the other hand, Roberts , Miller, and Wieder all were unsatisfied with the DSM 
IV-TR criteria. Roberts would like to see a more neurological basis for the criteria for 
autism across the five dimensions of sensory sensitivity and integration , activity level , 
anxiety level , visual-motor integration, and cognitive functioning. Miller found the 
checklist approach problematic and that tendencies to System Forming Disorder and 
Closed System Disorder be included. He also would like challenges of body to 
environmental relations and sensory issues to be mentioned. Wieder sees a need to move 
from a categorical to a multidimensional approach with characteristics being expressed in 
varying degrees . Areas she would like to have included are issues with regulations , 
sensory processing , motor planning , communication, language, and learning capacities. 
Recommendations 
1. Remove Rett ' s and childhood disintegrative disorders from the PDD category. 
These two conditions result from identifiable chromosomal differences as opposed to the 
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conditions of autism , Asperger Syndrome, and PDD-NOS that have no identifiable 
chromosomal differences and cannot be identified via any medical tests or brain scans . 
2. Rather than classifying autism as a PDD, give autism its own category, which 
then would contain different subtypes, as suggested by Miller and Wieder. 
3. Variations in sensory registration and processing appear to be a signifi cant 
characteristic of the autism spectrum and should be included in the DSM IV-TR 
descriptors. 
4. The criteria should be as distinct and measurable as possible . 
Case Studies on Working with Children on the Autism Spectrum 
The recommendations for working with children on the autism spectrum are a 
compilation and blending of suggestions by the responding theori sts for each question. 
Robert 
Aged 4, Robert is a nonverbal child who appears tightly wrapped up in stacking cups 
and saucers . He vigorously rejects attempts from others in joining his activity. 
Behavior. 
Smith was the only one of the theori sts who begins with analyzing behavior through a 
Functional Behavioral Assessment to identify possible triggers to Robert 's act ions. He 
also recommended a medical evaluation if the behaviors could not be modified through 
an FBA . The other four theorists, Mesibov , Roberts, Miller , and Wieder took a more 
relationally based approach invol ving interaction with the child for understand ing and 
changing behav ior. Mesibov would establish a "work then play" routine engag ing 
Robert 's strengths, employing visually based communication in a one on one interaction . 
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Both Roberts and Miller emphasize employing the activity the child is already engaged in 
for developing a one on one relationship as well as exaggerating vocal inflection to aid in 
communication. Additionally , both Miller and Roberts would employ roughhousing to 
help develop a bond with the child. 
In contrast , Roberts diverges with the other theorists in her emphasizing group 
interaction and physical education for developing motor control, coordination , and 
balance which leads to enhanced self-esteem. While Roberts employs the activity with 
the cups and saucers as a way to developing a relationship, Miller exploits this activity 
for developing social interaction and system expansion . Wieder does not separate 
behavior, social interaction , and communication into distinct categories. Rather she saw 
Robert ' s flinging the cups as an attempt to control the activity. Wieder would focus on 
improving shared attention and regulation as well as developing skills in back and forth 
communication. 
Social Interaction 
Like with the behavioral question, Smith was the only theorist who would start with 
standardized assessment tools such as the Vineland or possibly the ADOS . For older 
children, Smith would prescribe intervention on imitation , joint attention , play skills, 
conversation, peer and group interaction , perspective taking and problem solving. 
Wieder agrees with Smith in that work is needed on developing mutual interaction skills, 
however , she , as well as Roberts and Miller take a more relationship-based approach for 
the explanation and intervention. Wieder takes the intervention further by indicating she 
would fade away the professional support leaving the parent to support the engagement 
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as needed. Miller indicated that Robert was intolerant of letting people into his activity 
systems and referred back to his intervention outlined in the behavioral question. 
Communication 
After an initial assessment , Smith would begin with teaching the child to make 
requests , followed by instruction on age appropriate conversations, self-monitoring, 
processing body language , and implicit meanings. Miller recommended narration with 
all incipient gestures or sounds made during a system interruption treated as 
communicative attempts. Considering communication as a part of social interaction , 
Wieder recommends starting with encouraging preverbal communication , if needed 
before starting with intensive augmentative communication strategies . 
Theory 
Smith mentioned that he saw behavioral treatments as the primary means of 
intervention with medication being secondary. Mesibov reported that social cognitive , 
developmental, and neuropsychological research drives the TEACCH approach. 
Neurological research also plays an important part for Roberts as well. Miller was more 
pragmatic in his answer , by employing the characteristic of children with closed system 
disorder and combining it with his theory of inclusion to explain why objects presented 
for a child to take would be presented in front of the therapist ' s face. 
Sarah 
Aged 7 , Sarah appears to have some limited functional verbal communication skills 
and gets easily frustrated. Her ability to remain on task is C?ften compromised by 
distraction from other stimuli in her environment. 
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Behavior 
Smith, Mesibov , Roberts , and Miller all focused on Sarah ' s difficulties with 
functional verbal communication skill s whereas Wieder stressed possible lack for 
emotional capacity. Smith , Mesibov , and Wieder suggested immediate assess ment. Both 
Mesibov and Miller suggested the presence of nonfunctional verbalizations. Roberts and 
Wieder mentioned that possibility of sensory issues as being part of the challenges 
impacting Sarah 's functioning. 
Smith would initially conduct a functional behavioral assessment , determine if 
Sarah 's parents are inadvertently reinforcing challenging behaviors, and provide 
intervention for developing communication skills if needed . Mesibov also mentioned 
assessment but with a focus on cognitive development and communication ability in 
order to develop assessments at the appropriate functioning level . 
Roberts suggested that sensory issues may be a cause of the distraction and would 
start by building a bond through enjoyable sensory-based activities to increase focus and 
body awareness as well as needing to increase Sarah's receptive abilities to increase her 
sense of security . Roberts also suggested a routine-oriented , highly structured 
environment to help Sarah feel more secure. 
Miller suggested that Sarah be classified as having system forming disorder and 
prescribed fast-paced activities in a distraction-free environment. He also indicated a 
need for Sarah to learn how to focus and to switch between systems before attempting 
any sort of academic work. 
Wieder' s assessment would focus on emotional capacities and poss ible underlying 
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sensory issues. She would prescribe meaningful co-regulated problem solving activities 
to modulate impulsivity. 
Social Interaction 
Smith and Wieder were the only theorists to response to this question in a discrete 
manner. After a proper assessment Smith would use pictorial activity schedules, 
gradually increase time spent on each activity. Additional intervention would include 
work on prompting and reinforcement procedures to increase attention span. Wieder 
prescribed many hours of daily Floortime at home and in school to develop mutual 
attention, engagement, and reciprocal interaction; following child's lead. 5+ play dates 
per week with children further along in development , gym, music therapy for social 
interaction , motor planning , and sequencing. 
It 's interesting to note the contrast between the behavioral approach of Smith and the 
emotional emphasis in Wieder ' s suggestions. 
Communication 
Wieder was the only theorist who answered this question in a discrete manner. 
Wieder suggested that Sarah 's nonfunctional language and poor gestural skills results in 
much frustration. She suggests employing Sarah ' s vi sual strengths using storybooks with 
good pictures as well as focusing on preverbal gestures and nonverbal communication in 
meaningful contexts. 
Theory 
Smith indicated that he was more interested in research proven interventions whereas 
Mesibov mentioned that the TEACCH cognitive developmental communication packages 
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for establishing appropriate communication and cognitive tasks for Sarah would be good. 
Roberts said there would be great benefits from Daily Life Therapy. Miller and Wieder 
discussed specific ways they would address Sarah ' s challenges . Miller indicated that 
cognitive developmental theory suggests that Sarah needs to form systems. Rapid paced 
activities to connect parts of the system together. Once the system is formed , system 
expansions should be implemented. Wieder would meet Sarah at her level according to 
the three-domains of DIR theory. These levels are developmental , individual differences , 
and relationships. Emotional or affective connections with others are required for 
development. 
Sam 
Hyperverbal about subjects of his special interests and performing above grade level 
in mathematics when properly organized, Sam, aged 10 , has difficulties in reading 
comprehension, and motor control. Sam 's overall level of anxiety seems high and often 
gets pushed to the point of having a meltdown when there are unexpected changes in his 
schedule. 
Behavior 
All five of the theorists mentioned the importance of Sam having a schedule for him 
to follow and to help him make sense of his day. The differences between the theorists 
were how to help Sam successfully work through changes in his expected routines . 
Smith , Roberts, Miller, and Wieder centered on social or relation based interventions to 
help Sam. Roberts and Miller emphasize making a bond with Sam before implementing 
any interventions. 
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Smith would employ Social Stories and picture schedules to help prepare Sam for 
changes along with differential reinforcement of low rate of behavior. A brief initial 
discussion of scheduling would be permitted upon Sam ' s queries , finishing with "we are 
all done" [with talking about airplanes or scheduling] redirection to other subjects. 
Mesibov mentioned developing strategies for increas ing flexibility. Roberts suggested 
that teachers are blinded by Sam's strengths, causing them to ignore his challenges. After 
forming an initial bond with Sam through discussion of airplane , Roberts would develop 
a structure for talking about this subject and provide explicit instructions on listening, 
reciprocal interaction, nonverbal communication, all in a naturalistic manner in a group 
setting. 
Miller likened Sam ' s world to a chain of events linked together , for when one is 
broken , his entire world collapses. Miller would have Sam actively participate in 
preparing for a change in daily routine by involving Sam in erasing the cancelled activity 
and writing in the new one. This activity would be done while reviewing the rest of the 
day's routine with emphasis on that this change in this si ngle activity is for "this day 
only." Then the following day ' s schedule, with the restored activity , would also be gone 
over. 
Realizing that Sam' s behaviors are neurological rather than intentionally based, 
Wieder pointed to difficulties in regulation as contributing to Sam ' s difficulties. 
Floortime based rather than behavioral cognitive therapy is recommended due to Sam ' s a 
lack of ability to generalize as well as occupational therapy for sensory issues are 
recommended. Plan alternative activities should the new activity fail. Finally , a child 
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psychiatrist should be consulted for possible medical issues. 
Social Interaction 
Smith , Miller, and Wieder all suggested working on conversation skills. Smith 
focused on conversational skills, peer play, group activity participation , perspective 
taking , and problem solving. Miller was encouraged by Sam's ability to interact but felt 
Sam needs to learn to disengage from his closed system style of interaction to other 
verbal systems. Miller suggested two way of helping Sam include expanding the airplane 
conversational system and, as anxiety levels permit , establishing multisystems . Wieder 
mentioned extensive Floortime sessions focuses on back and forth verbal and nonverbal 
communication and employing Sam 's cognitive powers for tutoring other students or 
working in cooperative groups. 
Communication 
Smith , Miller and Wieder focused on making Sam more aware of other people in his 
environment. Smith would work on developing skills in age-appropriate conversations, 
se lf-monitoring volume of speech, nonverbal communication and pragmatics. On the 
other hand , Miller would increase Sam 's awareness of hi s impact on others through the 
use of exaggerated therapeutic feedback when inappropriate comments are made about 
others. Miller would also initiate conversation excursions or multisystems but be ready 
to return to safe and familiar topics should anxiety level s climb too high. Wieder 
recommended ex tensive Floortime focused on back and forth communication , reading 
nonverbal cues, developing age-appropriate interests and keeping the big picture in mind . 
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Theory 
Smith reiterated hi s preference for research-based interventions. Mesibov restated his 
belief that TEACCH cognitive developmental and communication packages for 
establishing appropriate communication and cognitive tasks are appropriate for Sam. 
Roberts would adapts Daily Life Therapy to Sam's needs and focus on educating the 
whole child rather than remediating autistic behaviors. Wieder indicated that her 
responses for Robett and Sarah hold true for Sam as well. 
Recommendations 
Based on the responses to the case studies by the five theorists , below are general 
recommendations a practitioner may want to keep in mind for explaining behaviors and 
working with children on the autism spectrum. It is important to note that while there are 
points of agreement between the theorists, there are also considerable areas of 
disagreement. The latter indicate that there is no one best practice for explaining 
behavior in children with autism or providing intervention focused on helping those on 
the autism spectrum lead fulfilling and productive lives to their greatest potential 
Behavior 
1. Begin by determining the cause(s) of the behavior through a thorough functional 
behavior assessment employing as many vectors as possible , such as intention (or lack of 
same), theory of mind , developmental level , environmental factors, and physical internal 
state. Medication should be considered if the above vectors fai l to explain the behavior. 
2. Develop a relationship with the child, perhaps via clear visual direction , physical 
engagement such as rough and tumble, and enter the child ' s world by engaging in his 
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systems. 
3. Establish a "work, then play" routine, work on motor control, expand the child's 
universe by enlarging his systems, as well as improve shared attention, regulation, and 
back-and-forth communication. 
Social Interaction 
1. Consider evaluating social skills with data from the Vineland and ADOS with the 
realization that these tests may not be normed for either the population assessed or for 
how the instrument is administered. 
2. Work on developing mutual interaction with the therapist followed by expansions 
to other children and gradual withdrawal of support from the therapist. 
Communication 
1. Nanate all activities, rather than using statements such as "good job." 
2. Treat all incipient gestures and sounds made during a system disruption as a 
functional communicative attempt. 
3. Consider visual strategies and songs for encouraging successful transitions. 
Theory 
I. Remember that children overly involved in routines are classified as hav ing 
closed system disorder and tend to be attracted to objects over people, according to 
Arnold Miller. Placing an object in front of one's face results in the child taking in both, 
according to the theory of inclusion. 
Interview Questions 
Despite their overriding emphasis on helping children and ad ults on the autism 
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spectrum, the 12-question interviews with the five theorists revealed many areas of both 
similarity and differences with respect to how best practice is developed and 
implemented for helping children on the autism spectrum achieve fulfilling and 
productive lives to their greatest potential. 
The questions covered the following topics: theorists ' intellectual histories, what they 
have learned over their past decades of involvement of working with children on the 
autism spectrum, suggestions for further research, societal acceptance of people with 
autism, and thoughts about whether autism is something that should be cured. These 
questions are as follows. 
1. What got you into this field? When did you first become interested in autism? Was 
there a critical event or was this commitment to the field developed over time? 
2. Tell me about the hallmark events. Those experiences you recall as most 
memorable in your work with children. What experiences were the most 
challenging and what was most rewarding of your journey from your starting point 
until now? 
3. Are there any parts, big or small, in your original theoretical orientation to this field 
that you rejected over the years because of what you learned from your own 
research or that of others? 
4. Please tell me about the hallmark findings from your research and that of others 
essential to the theoretical basis of your theory and practice. 
5. Is there something you learned from your research and experience that has 
separated you and your work from others perhaps causing you to create a new belief 
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or theory? 
6. If you were to consult or do a workshop with persons using your approach what are 
the 2 or 3 things that are essential for others to learn about your work? 
7 . What criteria do you consider to be most valid in measuring the progress of 
students? Please tell me about your use of: 
A. Standardized instruments 
B. Non-standardized instruments. 
8. What do you see as the unique strengths of your method? 
9. What about your method differentiates it from the others? 
10. In your opinion, where does the greatest gap exist in research, which if filled might 
prove to benefit the greatest number of children on the autism spectrum? 
I I. Looking at our culture's acceptance of children on the autism spectrum; what 
changes have you seen from the time when you started until the present? What to 
you see in the future for children on the autism spectrum in this society? What 
changes in public policy would be most useful to enriching the lives of children 
with autism and provide the greatest benefits to their families? 
12. You have spent your life developing an approach to help children with autism lead 
fulfilling and productive lives. Suppose a cure was suddenly discovered for autism; 
perhaps by putting certain eye drops into a newborn ' s eyes, the chance of ever 
developing autism would decrease to zero. What would you do? 
Entry into Autism. 
All the theorists indicated that their interest in autism developed over time. Mesibov , 
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Roberts, Miller , and Wieder initially worked in related areas before their interests in 
autism were piqued. On the other hand , Smith noted key factors in his interest in autism 
began with a curiosity about the extreme strengths and challenges people with autism 
experience as well as research work with Ivar Lovaas . Mesibov mentioned encountering 
children of two college faculty members who taught a person with polio he was assisting 
as a college student. Additional factors mentioned by Mesibov include studies with 
Bandura as an undergraduate , which led to earning a Ph.D. and working with Eric 
Schopler in the formative days of TEACCH solidified his interest in autism. 
Roberts ' trail to her work in autism started with a childhood interest in psychology 
along with a sense of a holistic connection between the mind and the body. Later work 
for a master 's and doctoral degrees at Boston University combined with interests in how 
people think made Roberts realize that meaningful connections could be made with 
nonverbal people. 
Miller cited the works of Heinz Werner on the "here and now" and Jean Piaget as 
significant precursors to his present work in autism . Another contributing factor was 
Miller 's work with children diagnosed with mental retardation who didn ' t quite fit all of 
the criteria for that condition. A final component was Miller noticing the physical beauty 
of many children with autism combined with a failure to emotionally respond which 
inspired him to research into ways of making them able to respond emotionally possible. 
Wieder ' s interest began with a doctoral di ssertation in infant mental hea lth mak ing 
her aware there was no model combining the environment , relationships , neurological , 
and biological aspects of working with children affected by autism and regulatory 
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disorders . This led towards her efforts towards creating a model where children learn 
through emotional interaction in a developmental appropriate manner. 
Hallmark Events. Challenges. and Rewards 
Both Smith and Mesibov report great satisfaction when clients they worked with as 
children maintain contact with them in adulthood. Roberts and Miller both reported great 
satisfaction in seeing children develop capacities with Roberts particularly attracted to 
how parents experience new functionalities whereas Miller indicated the greatest pleasure 
in the therapy room. 
After an initial period of great frustration attempting to make sense of apparently 
nonfunctional verbal routines, Smith felt very rewarded upon finding ways to make 
connections with children on the autism spectrum. Smith also feels very touched when 
young children he has worked with maintain contact in adulthood. Mesibov ' s interests in 
clinical psychology and social skills training provided a background for a fascination on 
the differences in social interaction between people with autism and those not on the 
autism spectrum. Teaching new things to people with autism as well as watching 
families grow over time is also rewarding to Mesibov. 
The most important thing for Roberts is making positive differences for people . Her 
attraction to Daily Life Therapy is due to its sense of mi ss ion and duty along with 
establi shing a 100% success rate for students by slowly fading away support depending 
on the child 's needs . Hallmark events for Roberts occur as parents experience newly 
learned capacities in their children through daily living and family events . Miller ' s 
hallmark event was noting that children with autism picking their way across stones 
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through a ditch exhibited increased intention and environmental awareness. The 
development of elevated structure for increasing body to environmental awareness is 
another hallmark according to Arnold Miller. Working with formidable people such as 
Gardener Murphy and Heinz Werner were additional hallmarks for Miller. Finally, 
seeing children develop capacities during therapy sessions are most rewarding to Miller. 
Realizing the large impact affect has on child development as well as the importance 
of visual-spatial processing are hallmark events for Wieder. She cited an example of 
what she witnesses how a child ends up in a parent's arms is the driving force behind a 
slide activity. 
Rejection of Original Theoretical Orientation 
There was great diversity in the responses to rejection of original theoretical 
orientations. Smith has rejected standardized testing since it did not accurately assess 
capacities of children with autism. At this time Smith now pays more attention to the 
unique or individual aspects of children on the autism spectrum. 
Mesibov no longer practices or teaches Applied Behavioral Analysis because he feels 
that rote learning is not good for people with autism since, in his opinion , they tend 
towards that style of learning anyways. Mesibov now favors brain-based research for 
educating people on the autism spectrum. Additionally, he currently views the highly 
focused attention skills, which characterize people with autism as a strength than a 
deficit. Finally , Mesibov feels it's vital to best match the intervention to the needs of the 
child and hopes this study accomplishes movement towards that goal. 
Roberts vehemently rejected her early work conducting experiments inducing 
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neurosis in sheep with increasing stimuli including electric shocks to get responses from 
the animals . Another shift took Roberts from a psychodynamic to a behavioral-cognitive 
orientation. Other changes included the rejection of the one-on-one to a group model of 
education children with autism as well as refusing to use medication to treat autism. 
Miller reported two ideas he has rejecting regarding his work on using elevation to 
increase body to environmental awareness in children with autism. The first was a 
realization elevation was all that was needed to promote this state of greater awareness. 
This realization occuned to Miller when he noticed the effect of elevation wearing off as 
the child acclimated to the height. The second was a rejection of the notion that elevation 
was a precursor rather than a catalyst for system formation. 
Wieder indicated having no initial beliefs she has rejected during her during her 
career but rather has seen refinements and elaborations on her work. 
Hallmark of Own and Other's Works 
Smith and Miller discussion focused on their own work as the genesis for their 
hallmarks. Mesibov , Roberts, and Wieder 's hallmarks appear to have resulted from an 
integration of their own work with others. 
Smith hallmark events include discovering the importance of early intervention for 
positive outcomes. Secondary is the importance of early identification. Structuring the 
environment, and organizing the day around certain activities are a hallmark for 
Mesibov 's work in TEACCH. He also cited the importance of customizing one ' s 
approach to the child's needs and working in mainstream environments as important as 
well. The three pillars of Daily Life Therapy (physical education, emotional regulation , 
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and intellectual stimulation) as being key to empowering a child to lead an ordinary life 
are hallmarks for Roberts . The central hallmark of Arnold Miller is the concept of the 
system and then using the power of disrupting that system at a place of maximal tension 
as the engine for fueling development. Wieder focused on research done by her and 
Greenspan allowing for multi-dimensional classification into new subgroups rather than 
the categorical approach use in the current version of the DSM IV-TR. Another hallmark 
was the ability to detect lack of social initiation from almost birth. 
Your Research and Experience Differentiating Your Work from Others 
The concept of early ABA based intervention was unusual around 1990 according to 
Smith. Additional the analytical tools (such as the concepts of functional behavior 
assessments, positive behavioral supports, and antecedent/behavior/communication) are 
another differentiator, even though these tools are application across other approaches. 
Gary indicated that the belief that the different learning styles of people with autism are 
not necessarily a deficit is unique to TEACCH. Employing the strengths of people with 
autism for success rather than attempting to "normalize" them is another unique aspect of 
TEAACH according to Mesibov. 
Using sound educational principals matched to autistic learning styles is a 
differentiator according to Roberts. She also mentioned that DLT focuses on the whole 
child rather than focusing on the deficits. Autism is considered a difference rather than 
an illness or disease. According to Miller , the belief that when captured by a system it is 
that system that is the entire world to that child at that time; allowing entry into that 
child's world. The Miller Method is the only approach that makes a consistent and 
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concerted effort to get inside the reality of children with autism. Drawing from multiple 
areas of cunent research , emphasizing the neurological , Wieder indicates that she 
employs techniques from other approaches as needed . She was also clear to differentiate 
between a technique and an approach or method. 
Two or Three Essential "Take Home" Messages 
Perhaps due to the different orientations and intellectual histories of the theorists, 
their responses were widely diverse . 
Applied Behavioral Analysis. 
I. Basic principles of ABA such as the ABC model for teaching new skills and 
addressing challenging behaviors . 
2. The wide diversity of techniques falling under the ABA umbrella. 
3. Different models of delivery from intensive behavioral for young children to 
inclusive settings. 
Teaching and Education of Handicapped and Autistic Children. 
1. The differences found in people with autism are a positive and education focuses 
on using these differences to enable autistic people be the best they can be. 
2. The concept of "normal" development merely provides a helpful guide to work 
with the different developmental sequence people with auti m experience. 
3. Very small differences in educational delivery can make a big difference in 
effectiveness for people with autism. 
Daily Life Therapy. 
l . Daily Life Therapy uses a group model of education as contrasted to a small or 
149 
one to one ratio of education . 
2. Focus on teaching regulation of the physica l, fo llowed by the emotional 
regulation aspects of the child thus enabling intellect to develop through an 
academic curriculum. 
3. A "heart to heart education" or bonding with the child is primary before any sort 
of meaningful teaching can begin . 
Miller Method . 
1. The concept of systems on the action, perceptual , and conceptual levels . 
2. System interruption and expansion using the acronym P(lace), L(ocation), 
O(bject), and P(erson). 
3. The concept of demand and support. Parents and caretakers are fo und to be 
primarily in one of the fo ur categories of 
A. Low demand - low support 
B . Low demand - high support 
C. High demand - low support 
D. High demand - high support. 
This last category is a one of several good prognostic indicators according to 
Miller. 
Development Indi vidual difference Relations . 
l. Engag ing the child in a continuous fl ow of interac tion (opening and closing 
circles of communication). 
2. Variation in child capaci ty call s fo r a customi zed intervention plan. 
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3. DIR is also about working with the family and their relationship with the child on 
the auti sm spectrum. 
Standardized and Nonstandardized Assessment Instruments 
All of the theorists agreed employed non-standardized assessment instruments to 
measure capacity in children on the autism spectrum . Smith , Mesibov, Roberts, and 
Wieder use standardized tests but realize the challenges to reli ability and validity from 
employing instrument normed on non-autistic populations. However , Smith , Mes ibov, 
and Roberts do administer these assessments to obtain certain qualitati ve data with 
Roberts also using specifically the CARS , IQ , Leiter , and Peabody for determining 
governmental eligibilities. 
Smith employs nonstandard assessments to determine if a student is learning what is 
being taught and for measuring improvement over time. Standardi zed tools are used to 
see if the learning students are accomplishing makes a diffe rence in the ir li ves. 
Standardized tests employed include the Vineland Adaptive Behavior Sca les and the 
Autism Diagnosis Observation Schedule and Interview . 
Also mentioning the challenge of using tests standardized for other populations , 
Mesibov measures time of engagement as a non tandardi zed approach to assessing 
capac ities of play, social skill s, and personal development. Standardized assess ments 
employed by Mesibov include the PEP III plus the ado lescent and adult versions. He also 
uses the TOLD , Wechsler Achievement Test , and the Woodcock Johnson. Instruments 
he avo ids include the IQ , ADOS , and the TEACCH-deve loped CARS. 
For standardized assess ments Ann questioned the efficacy of using tests normed on 
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non-autistic populations. She finds the CARS unable to differentiate between different 
autistic populations within the Boston Higashi School. Additionally , Ann uses a "teacher 
assisted" approach which she realizes further invalidates a standardized score, yet, still 
provides useful information. 
Miller has developed his own non standardized assessment called the Umwelt to 
obtain information that he feels , can not be captured by standardized tests. Observing a 
child's reaction to staged dramatic events is another non-standard approach employed by 
Miller. Finally, in recognition of the importance of standardized assessments , Arnold 
Miller is refining a 107-item questionnaire to be filled out by parents . 
The DIR theoretical framework is used as a non-standardized, yet clinically proven, 
assessment tool according to Serena Wieder. Standardized tests used include the 
Functional Emotional Assessment Scale (FEAS), which was standardized to children 
with POD's, the Greenspan Emotional Social Growth Chart (GESGC). 
Stren!!ths of Method 
Due to the great diversity in intellectual histories of the theorists interviewed, Smith, 
Mesibov, Roberts, and Miller all had very different responses to this question. However , 
Smith and Mesibov both mentioned a degree of adaptability in their approaches. 
Smith cited the high degree of rigor in assessment and evaluation as strengths of 
ABA. He also indicated that these techniques can be generalized to other approaches. 
He also mentioned flexibility in that ABA techniques range from Discrete trial training 
procedures to the concepts of naturalistic and incidental teaching, that at times, can 
resemble other interventions . 
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Mesibov mentioned the adaptability of TEACCH to foreign cultures. Roberts cited a 
consistent philosophy guiding both treatment and development of the approach as a 
strength. Other strengths included a group approach to education where students are 
responsible for and learn from their peers. Intensive physical activity, the absence of 
behavior-controlling medications and continued contact with the school after students 
graduate are other strengths of the approach. Exploiting systems theory to explain and 
design interventions are strengths of the Miller Method according to Miller. Other 
strengths include not waiting for a child to produce a behavior before starting an 
intervention as well as redirecting aberrant behaviors to functional ones. 
Differentiators of Your Method from Others 
Smith noted that the most striking difference between ABA and the other approaches 
is the presence of volumes of careful data collection for analysis and the application of 
discrete trial training. Mesibov indicated that helping children with autism feel better 
about themselves and building competencies rather curing autism are a couple of things 
differentiating TEAACH from the other approaches. Roberts focused on multicultural 
perspectives of practitioners of Daily Life Therapy and the intensive movement and 
exercise occurring through the day as major differentiators. Roberts also indicated a 
philosophy of welcoming visitors as an incidental way of educating children with autism 
to socialize . Miller stre sed the idea of system disruption as a differentiator between his 
approach and the others . He commented that others have adopted this technique but not 
the system-based explanation of its function. 
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Research Gap 
There was considerable agreement between the theorist in where additional research 
is needed for auti sm . 
Smith , Mesibov, and Roberts cited a need for more research in treatment of autism. 
More research into better subtyping of people with autism with the hopes of better 
matching interventions with the needs of the child was mentioned or at least intimated by 
Smith , Mesibov , Miller , and Wieder (for better descriptions) is needed . Smith , Mesibov, 
and Miller mentioned the need for unbiased research into comparati ve approaches, and 
techniques. Roberts was the only theorist to recommend research into what she fee ls are 
multiple causes of auti sm. Miller also commented on the prolife ration of approaches 
lacking a solid research foundation. 
Changes in Cultural Acceptance and Suggested Changes in Public Policy 
The theorists interviewed have worked with children on the autism spectrum or in 
related fields for fo ur or more decades. Most of the di scuss ion centered on increasing 
cultural acceptance of people with autism . 
Smith , Mesibov, and Roberts noted a lessoning of stigma and shame towards greater 
inclusion and acceptance of people with auti sm over the years. Smith and Mesibov noted 
a desire to see more resources devoted to adults on the auti sm spectrum . 
Roberts, Miller , and Wieder would like to see greater involvement of people with 
auti sm in the community . Roberts suggested the creati on of small sub-communities of 
people with autism who participate in the community and Miller wants to see more 
parti cipation in everyday life. Wieder hopes for greater community supports. Miller has 
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seen a change from seeing people with autism as broken and needing to be "fixed" to 
providing missing developmental experiences and greater optimism for people on the 
autism spectrum to lead fulfilling and productive lives. Miller also noted that sometimes 
inclusion is overused to the detriment of all involved- often due to lack of proper 
support. Wieder noted greater parental influence over the public policy agenda of the 
autism community then in other disability groups. 
What if Autism Were Cured Tomon·ow? 
This was in interesting question for three reasons. One , it looked into personalities of 
the theorists in what they would do if there was no longer a need for what they have built 
their lives around for as much as four or more decades. Two, the ethical and moral 
implications of eliminating a particular set of characteristics from humanity were 
explored. Three , unlike the previous 11 questions, this query was not provided for in 
advance. 
All of the theorists feel that their work has benefit to children in other categories and 
indicated that their efforts in developing capacities would continue. Smith, Mesibov, and 
Miller questioned the value of eliminating autism and recognized the potential of people 
with autism to contribute to society. Smith and Mesibov also noted that while 
eliminating autism had ethical and moral questions , there were still debilitating aspects of 
the condition that warranted intervention. Mesibov would be happy for those people 
seeking a cure, however. Smith, Roberts and Miller all expressed interest in finding out 
how this cure worked with Smith calling for an immediate replication the finding and a 
desire to use thi s new technique over ABA if it helped people with autism faster. 
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Roberts made particular note that Daily Life Therapy is a sound educational approach 
given that the majority of students in the Musashino Higashi Gakuen in Tokyo who are 
successfully taught by this approach are typical children. 
Suggestions for Developing and Maintaining Best Practice Stemming from The Twelve 
Questions 
1. While it is good to have a grounding in a particular theory or theories, it is also 
important to have the flexibility to be able to modify one ' s theoretical orientations when 
they no longer accurately reflect practice . 
2. Much useful data can be obtained from nonstandardized assessments much of 
which has significant clinical evidence as to their efficacy . 
3. It is important to be aware of what others in the field are doing. This allows one 
the opportunity to leverage one's work off of theirs , collaborate with them , or decide to 
choose an entirely different direction with an understanding fits within the practice of 
helping children on the autism spectrum. 
5. The fact that standardized assessments tend to be normed on nonautistic 
populations tends to inva lidate the scores for standardi zed purposes. Additional aspects 
that may invalidate a test for its standardized purpose is admini steri ng the instrument in a 
way other than what was originally intended , such providing additiona l prompts and 
other kinds of supports. However , with the understanding that the scores may not be 
valid as standardized assessments, much qualitative and quantitative data may be gleaned 
from these instruments for individuals on the autism spectrum. 
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6. Cultural acceptance and appreciation of strengths of people on the autism 
spectrum continues to increase. Additional resources should be put towards finding ways 
for those with autism to employ what are often considerable strengths for the benefit of 
soc iety and themselves. 
7 . Interventions that are efficacious for people with autism are often useful in other 
areas of education. More attention should be paid to other uses for techniques originally 
developed for educating people with autism such considering the symbol accentuation 
program developed by Arnold Miller and hi s wife Eileen Eller-Miller (1989; 2000; 
2007). Conversely , approaches developed for people with other challenges such as 
aphasia cause by a stroke may be explored for their suitability for persons on the autism 
spectrum . 
8. There are ethical problems related to seeking a cure for eliminating the autistic 
phenotype from the human population resulting in greater homogeneity . However , this 
does not ignore the real suffering caused by the condition of autism. Considering autism 
more as a expression of the diversity found in the human gene pool call s for focusing 
efforts towards ameliorating the more debilitating aspects of being on the autism 
spectrum while allowing people with auti sm to lead fulfilling and productive lives just 
like everyone else by using their strengths. 
Recommendations for Future Resea rch 
These recommendations for future research were derived from the answers prov ided by 
the theori sts for the written survey and 12-question face to face interviews described 
earlier. 
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1. At this time, and with increasing numbers of people entering the study of autism 
spectrum disorder , it appears that the field of autism is truly evolving. While research 
suggests that genetics play a role in the etiology of autism, as is evidenced by findings of 
the correlation between family history and autism, there seems to be something else 
combining with a genetic predisposition serving as a trigger to cause autism. However , 
many questions remain . For example, the role of vaccines as a cause or trigger for autism 
remains in question . The mercury-based preservative Thimerosal has been removed from 
most vaccinations in the United States. Yet , according to the Centers for Disease Control 
and Prevention , the incidence rate of autism has recently been revised upwards, to 1 in 
150 children. 
More research is needed into what are most likely multiple factors involved in the 
causation of autism. Examples of these multiple factors include genetics, environmental, 
different body systems such as the endocrine system, and so on. 
2. There is great diversity within the autism spectrum, with some persons now 
termed as "high functioning" who may be studying and teaching at universities such as 
the Massachusetts Institute of Technology and achieving a fair amount of productivity 
and fulfillment in live; albeit with some challenges. Then there is the other part of the 
autism spectrum currently termed as " low functioning" where such persons have yet to 
develop a reliable means of communication and need close supervision. However , it is 
important to reali ze persons at all areas of the autism spectrum need support suited to 
their needs in order to achieve maximum productivity and quality of life . 
As suggested by a number of the theori sts, more research is needed for better 
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categorizing the different subtypes of people on the autism spectrum. For example , 40 
years ago, people who learned slowly or differently were often just diagnosed with 
mental retardation with very little specificity as to possible categories save for an 
estimated range ofiQ giving raise to the terms "idiot", "imbecile", and "moron". As time 
went on we learned more about different ways people perceive and process information 
from their environment. For example, persons who reversed letters while reading (as 
well as having certain other characteristics), often putting their reading comprehension 
into a category where persons with mental retardation score , were considered to have 
dyslexia. 
On the other hand, excess activity and different attention spans from the norm often 
resulted in a diagnosis of Attention Deficit Disorder (ADD) without further specificity. 
Later, diagnosticians recognized the hyperactivity/impulsive characteristics of this 
condition by renaming it Attention Deficit Hyperactive Disorder (ADHD). ADHD was 
then differentiated into the four types of this condition, presently ADHD-predominantly 
inattentive, ADHD-predominantly hyperactive/impulsive , ADHD-combined, and ADHD-
not otherwise specified . People are now diagnosed with one of these specific types of 
ADHD and benefit from receiving intervention more closely matched to their needs. 
At this point in history , diagnoses are cleaved off into 13 different categories as 
recognized by the United States Office of Special Education Programs. Like with 
ADHD , there is a need for new nomenclature to help diagnosticians identify the 
differences between people with autism to help us understand individuals who are now 
lumped under a category of pervasive developmental disorder but who may be better 
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serves with a greater understanding of the diverse presentations autism makes in these 
indi victuals. 
In addition to the characteristics of autism , it will be helpful to consider the severity 
of the traits making up the autism spectrum. 
3. All five of the theorists interviewed expressed varying degrees of dissatisfaction 
with the descriptors for autism in the DSM IV-TR , thus reflecting a common sense of 
outdatedness of how autism is defined in this widely used manual. Given that the field 
has moved beyond these descriptors and DSM continuous to evolve through each edition, 
it is hoped that the following will occur: 
A. Autism will be diagnosed in a multidimensional manner that will take into the 
account the nuances between individuals at varying points on the autism spectrum. 
B. Given the rate of new findings in autism , the material making up the 
descriptors is very perishable. As a result , perhaps another document with a faster 
development timeline cou ld be used . One possibility may be a sort of web-based 
Wiki that could be updated at regular intervals by selected experts in the field 
providing the most up-to-date diagnostic criteria. 
C. Development of diagnostic tools linking assessment to services . This is 
already being done with promising approaches such as the Social Communication , 
Emotiona l Regulation , Transactional Supports (SCERTS) model recently developed 
by Barry Prizant et al. (2006) and the Ziggurat Model by Ruth Aspy and Barry 
Grossman (2007). 
4. Improvement in the specificity of diagnosis , which should result in better 
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subtyping, suggests that it may become easier to match best practices to the needs of the 
child on the autism spectrum. Unbiased examination of comparative 
educational/developmental/behavioral approaches with the goal of matching best 
practices to specific nuances of autism is recommended. 
5. A global community. The United States is but one country among hundreds 
around the world, and each country has individuals with autism. During my extensive 
travels throughout the world , I have found that no matter how poor or destitute a 
community is , there are always pockets of best practice being carried out, often with no 
outside support. Through the sheer effort and determination of teachers and others, 
children with autism are being provided with best practice suited to their needs . With 
current web-based and other technology , it is easier to tap into the worldwide group of 
scholars and others who desire to make life better for children and adults with autism. 
Developing collaboration agreements as well as informal and formal memoranda of 
understandings with other organizations on a global scale will allow people to pool 
resources towards fmther research. 
6. Ethical concerns. Data collected suggests the strong possibility of life long 
damage to children identified as having autism spectrum di sorders by people who 
inappropriately use aversive therapies as part of ABA and other interventions. The 
damage is manifest in post-traumatic stress disorder , avoidance behaviors , depression , 
and yet to be understood psychoanalytic disorders affecting their daily lives. While codes 
of ethics exist within the respective professions, there has been no systematic study of the 
effects of these apparently harsh and aggressive interventions on the development of 
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children and youths. 
For example, the use of aversives by the Judge Rotenberg Center is sited as 
promoting such interventions. The use of a versi ves in treating children with autism has 
long been renounced by I var Lovaas et al. The number of programs and children affected 
is unk nown and is cause fo r systematic investigation. Such cases are known to thi s 
investigator and are commonly discussed among those who are vigi lant about the 
treatment and well being of indi viduals with autism and related disorders. 
There is information provided to parents who are misguided into be lieving the 
effecti veness of this treatment has yet to be accepted. This ethical matter has drawn the 
attention of the press and there is a history of legal prosecution . 
Other Areas to Explore 
This study has attempted to address a small part of just one of the many chall enges 
facing educators and others who support children on the autism spectrum . Hav ing found 
no research on comparati ve approaches to educating children on the autism spectrum, the 
hope is that this work opens a new line of research in unbiased research on best practices 
fo r helping people on the autism spectrum lead fulfi lling and producti ve li ves. 
The foc us of thi s work was on findin g out how the leading developer/theori sts of five 
promising and well-known approaches think about children with autism , the ir inte llectual 
hi stories, gaps in research , and societal acceptance of people with auti sm at a spec if ic 
po int in time. As mentioned previously , one of the histori ca l sign ifica nces behind th is 
study was capturing what fi ve truly dedicated , humane people view as the best way to 
he lp people with autism . The study occurred during a nexus where the concept and 
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terminology for auti sm has been around for just over 60 years and the theori sts have 
spent the last 40 or more years developing what are now relati vely mature 
educational/behav ioral/developmental approaches to working with children on the auti sm 
spectrum. Keeping track of historical development in the field of autism is vi tal for 
keeping up with the work in a reasoned and intelligent manner. 
Possible extensions of thi s study could begin with case study or matched group 
studies under carefully controlled conditions to identify how various approaches and 
techniques affect developmental trajectories of different subtypes of children with autism . 
Another area of study might concern the huge " raw" database we have. For example , 
Arnold Miller has 25 years of videotaped assessments and interventions, with the most 
recent 10 years hav ing supporting documentation , that have yet to be sorted and 
catalogued before being analyzed. Other programs and approaches may have similar 
untapped data waiting to be put to use. 
This study focused on onl y some education/developmental/behavioral interventions 
for children with auti sm. There are many areas left to explore. One area is 
psychologically based , to address the psychological challenges that may be co-morbid or 
secondary to an auti sm spectrum diagnosis. Other territory to cover incl udes 
neuro logica l research being done by persons such as Margaret Bauman and Helen Tager-
Flusberg , a researcher in neurobiological aspects of autism at Boston University . Yet 
other areas invo lve more soc iologica l areas of parent and teacher support. These 
poss ibilities do not even begin to examine the biomed ica l aspects of autism as is being 
researched by organi zations such as the Auti sm Research Institute (www.autism .com) 
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founded by Bernard Rimland and now directed by Stephen Edelson. 
The biggest contributions of this research to the field autism is probably not the raw 
data and information mined out of my contact with the five theorists. Rather , it will serve 
as a springboard towards more unbiased research and the beginnings of a possible model 
with which to fa irly compare the many different approaches that have been proposed fo r 
enabling children with auti sm to lead ful filling and producti ve li ves to their greatest 
potential. 
Conclusion 
The seeds of this study were spread after finding a gap in the literature on the topic of 
comparative educational/developmental/behavioral approaches for working with children 
on the autism spectrum . After coming to the realization that a quantitati ve study on this 
topic with matched control groups was outside the scope of a doctoral dissertation , it was 
decided that this work suggests the opening of a new line of research for matching best 
practices with the needs of the each indi vidual child on the autism spectrum . Since 
researchers, educators, and others in the field of autism agree that there is great di versity 
within the autism spectrum , the need fo r a diversity of approaches appears valid . 
There is much to learn in treating children with autism using 
educational/developmental/behavioral approaches. Given that none of the theorists 
participating in thi s study are sati sfied with the current DSM IV-TR descriptions of 
auti sm , a first step may be to arri ve a common definition of what describes auti sm . If 
what we now consider autism is too broad to define , perhaps separate definiti ons fo r 
various subtypes is appropriate . Some examples of subtypes might be to parse out those 
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affected with auti sm on a multi-dimensional set of criteria accord ing to severity of 
characteristics, as suggested by Serena Wieder , combined with different characteristics 
such as it being a predominantly closed system disorder and system fo rming di sorder, as 
described by Arnold Miller. Other possible dimensions include medical disorders 
commonly found wi th autism such as compromised immune systems , dysfunctional 
digestive systems, and difficulties in excreting heavy metals. 
It is interesting to note that very little mention of medical issues as a possible 
intervention for those on the autism spectrum was made among the theorists included 
here. In fac t , while at an international education conference in Hong Kong this past June , 
I made note of the fact that there was no di scuss ion of medical interventions, and people 
involved were unaware of a medically oriented conference that I was scheduled to 
present at just three months later. This dichotomy between medical and education 
professionals is also present in the United States and in other countries I have visited . 
The autism community would be greatly served if professionals from the areas of 
biomedical, sensory integration, and education would communicate regarding the ir 
research and when working with children in common. 
It was also interesting to note that , unli ke Simon Baron-Cohen who has shifted all of 
his work from neurological ex planati ons of autism towards genetic , none of these 
theorists have revo lutionary new agendas at thi s point in the ir li ves. T hi s shift in Dr. 
Baron-Cohen' s work may , in part , be due to the great complexity of the condi ti on we 
now refer to as auti sm , but that may, in fact , be a nu mber of different condi tions. As fo r 
the work of Bruno Bettelheim , as time goes on, we find that certain lines of research are 
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no longer fruitful. However, no matter how wrong certain efforts of research may prove 
to be, valuable insights can still be gained. Much of the work of Bruno Bettelheim in the 
areas of transition (personal communication, Arnold Miller, July 1, 2004), what we now 
refer to as sensory overload , and trauma is useful today (personal communication Dena 
Gassner, July 15, 2007). Even work by people outside of the field of autism is important. 
For example, the work of Anne Sullivan with Helen Keller many years ago has 
contributed immense knowledge to how we help people with special needs today. One 
such insight is the benefit of having consistency in relationships and educators for people 
with special needs. 
In closing, it is hoped that this study will form the foundation for further work in 
matching best practices to the needs of children on the autism spectrum. The nature of 
challenges brought on to people with autism should dictate both the kind of assessment 
and qualifications of the individual to be consulted- as opposed to the promotion of 
interventions based on ideology absent evidence-based practice. In other words, 
interventions should be dictated by the nature of the disorder rather than the ideology of 
the practitioner. Additionally, perhaps this research will encourage people in the areas of 
medicine and sensory integration to do their own studies in matching best practices with 
the needs of people on the autism spectrum in these areas. 
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APPENDIX A 
INFORMED CONSENT 
Theorist, Ph. D . 
Title 
Organization 
Address 
C ity, State Zip 
Dear Dr. [Theori st] , 
Stephen M. Shore 
94 aples Rd. , Apt. 2 
Brookline, MA 02446 
(6 17) 277-9653 
T umbalaika(a),aol. com 
December 10, 2004 
Perhaps you know me as author of Beyond the wall: Personal experiences with 
autism and Asperger Syndrome and Ask and tell: Selfadvocacy and disclosure.for people 
on the Autism Spectrum. I am also a doctoral student in the school of education at Boston 
University . My dissertation proposes to study how lead ing educational theori sts such as 
yourself think about children on the auti sm spectrum. 
Those of us invo lved with studi es of children on the auti sm spectrum know that this is 
a formative time in the study of autism . With The Center fo r Disease Contro l now 
reporting an incidence rate of as high as I in 134, those in gove rnment, medic ine, 
education , and other a llied fields are press ing ever harder to understand and treat children 
on the autism spectrum. At thi s moment in time I am interested in capturing the most 
enlightened thinking on the study of auti sm fro m the leaders in the fi eld wi th the hope of 
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bringing greater clarity, building consensus and examining how the most prominent 
researched-based theories can be best applied to helping children on the autism spectrum. 
The questions proposed by this study are complex. Your theories, thoughts and 
practices as they concern children on the autism spectrum cannot be easily captured in a 
single study. The questions that will be asked of you are in that way limited and not 
intended to fully represent the entirety of your work. The purpose of this study is to give 
you and four other leading theorists the opportunity to describe the history and the basis 
for your work; address challenges presented by characteristics of autism; and to make 
recommendations for future research leading to best practices. 
My research design consists of three phases. Phase one includes two parts to be 
answered by written cotTespondence. The first part asks for comment on a proposed 
definition of autism. The second part of phase one ask you to link presenting 
characteristics of children from three case studies on the autism spectrum with methods 
of intervention. Phase two requires a videotaped interview centering on how you 
developed your respective theories; to describe your reasons for responding as you did to 
the case studies in phase one; and to provide recommendations for future research most 
needed by those who educate children on the autism spectrum. These questions shall be 
provided to you in advance to allow sufficient preparation time for this recorded 
interview. In phase three all of the data collected will be analyzed and findings relevant 
to the most efficacious application for each of the methodologies will be described. 
You should a lso know that 1 have decided to study five of the most commonly used 
methods of intervention . They are; Applied Behavioral Analysis (ABA); Treatment and 
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Education of Autistic and related Communication-handicapped Children (TEACCH); 
Daily Life Therapy as practiced at the Boston Higashi School; The Miller Method; and 
the Developmental Individual-Difference Relation-Based intervention. 
The [XXXXX] approach was chosen because of the great contribution it has made 
towards teaching children with autism to lead fulfilling and productive lives to the extent 
of their capabilities. 
In order to complete my study I would be honored if you would consider taking time 
out of your busy schedule to par1icipate this study. Please be assured that prior to the 
interview phase of this study, I will provide my questions to you in advance, thereby 
allowing you sufficient time to prepare for our meeting. Given that my interest is to 
obtain an ~ccurate portrayal of your work and thinking, you will also be given the 
oppm1unity to make modifications to your video taped transcripts . 
In keeping with full disclosure, your name, as a key figure in the development of your 
methodology will be used. Additionally, you have the right to stop your participation in 
this study at any time and all the data collected from you will be destroyed. 
Your consideration in assisting me for this important study is very much appreciated. 
In return, I shall send you a copy of my findings from this endeavor. 
Truly yours, 
Stephen M. Shore 
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I [Theorist] , Ph. D. agree to participate In Stephen Shore ' s study, Examining Five 
Promising Methodologies For Treating Children With Autism, and that I have read and 
understand the information on the Informed Consent Form, agree to participate, and have 
received a copy of the Informed Consent Form. 
Theorist, Ph. D. Date 
I [Theorist] , Ph. D. agree to participate In Stephen Shore ' s study, Examining Five 
Promising Methodologies For Treating Children With Autism, and that I have read and 
understand the information on the Informed Consent Form, agree to participate, and have 
received a copy of the Informed Consent Form. 
Theorist, Ph. D. Date 
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Theorist, Ph. D. 
Autism Asperger Organization 
I 024 PDD Lane 
Anywhere, AS 29980 
Dear Dr. Theorist , 
APPENDIX B 
WRITTEN SURVEY 
Stephen M. Shore 
94 Naples Rd ., Apt. 2 
Brookline , MA 02446 
617/277-9653 
Tumbalaika@aol.com 
01 March 2005 
Your willingness to participate in my dissertation is very much appreciated. As 
mentioned in the letter of consent , there are three phases to my study . Phase one includes 
two parts to be answered by written correspondence through e-mail or other means as you 
see fit. 
The fir~t pa11 asks for comments on the most recent DSM definition of auti sm, and 
then a proposed definition of autism. The second part of phase one asks you to link 
presenting characteristics of children from three case studies on the autism spectrum with 
methods of intervention. 
The time line for completion of thi s first phase is two weeks or by March 8, 2005. 
The second phase, a recorded interv iew, will occur after data is collected from the 
first phase and analyzed. 
Please feel free to contact me if you have any questions. Your continued 
participation in my study is very much apprec iated and I look fo rward to analyzing the 
results . 
Sincerely , 
Stephen M. Shore 
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EXAMINING FIVE PROMISING 
METHODOLOGIES FOR TREATING CHILDREN WITH AUTISM 
Phase One 
Below you shall find material for parts one and two of Phase One for you to answer. 
Please write as much as you feel necessary to answer the questions. 
Part One 
There has been open discussion about the inadequacies of the Diagnostic and Stati stical 
Manual of Mental Disorders - Text Revised (2000) by some people in the field of auti sm. 
The first step of Part One is to comment on the most recent DSM IV-TR (2000) with the 
second step to comment on a proposed definiti on developed for the purposes of thi s 
study . 
The definition of auti sm below is taken from the latest version of the Diagnostic and 
Stati stical Manual of Mental Disorders- Text Revised (2000 , p. 67). 
A . A total of six (or more) items from (1), (2), and (3), with at least two 
from (1 ), and one each from (2) and (3). 
1. Qualitative impairment in social interaction, as manifes ted by at 
least two of the follow ing: 
a . marked impairment in the use of multiple nonverbal behaviors 
such as eye-to-eye gaze, fac ial expression, body postures, and 
gestures , to regul ate soc ial inte rac ti on. 
b . failure to develop peer relati onships appropriate to 
deve lopmental level. 
c. a lack of spontaneous seeking to share enjoyment , interests or 
ac hievements with other people e.g.: by a lack of show ing, 
bringing or pointing out objects of interest. 
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d. lack of social or emotional reciprocity. 
2. Qualitative impairments in communication as manifested by at 
least one of the following: 
a. delay in, or total lack of, the development of spoken language 
not accompanied by an attempt to compensate through 
alternative modes of communication such as gesture or mime. 
b . in individuals with adequate speech , marked impairment in the 
ability to initiate or sustain a conversation with others. 
c. lack of varied , spontaneous, make-believe play or soc ial 
imitative play appropriate to developmental level. 
3. Restricted , repetitive and stereotyped patterns of behaviour , 
interests and acti vities , as manifested by at least one of the 
following: 
a . encompassing preoccupation with one or more stereotyped and 
restricted patterns of interest that is abnormal ei ther in intensi ty 
or focus. 
b . apparently inflexible adherence to spec ific nonfunctional 
routines or rituals. 
c. stereotyped and repetiti ve motor manneri sms eg: hand or fi nger 
flapping or twisting, or complex whole-body movements. 
d. persistent preoccupation with pa11s of objects . 
B . Delays or abnormal functioning in at least one of the following areas, 
with onset prior to age 3 years: 
I . soc ial interaction. 
2. language as used in social communication. 
3. symboli c or imag inati ve play . 
C. The d isturbance is not better accounted fo r by Rett's Di sorder or 
Childhood Di si ntegrati ve Disorder. 
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There are two questions to answer about the most recent definition from the DSM IV-
TR (2000). 
1. In your opinion , how does the DSM IV-TR definition compare or contrast with 
your theory of autism spectrum disorders? 
2 . On what basis would you modify the DSM IV-TR definition? 
Please place your answers below. Feel free to use additional space as needed. 
Question One 
In your opinion, how does the DSM IV-TR definition compare or contrast with your 
theory of autism spectrum disorders? 
Question Two 
On what basis would you modify the DSM IV-TR definition? 
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The proposed definition of auti sm below was developed from the DSM IV-TR (2000) 
wording above and personal communications with experts in the field of autism , 
including a person on the autism spectrum. 
The autism spectrum is a neurobiological condition affecting the 
fun ctioning of the bra in resulting in chall enges in the social interaction , 
communication , sensory-motor , along with restricted interests and 
repetitive movements as well as a lack of proper body to environmental 
awareness (Autism Society of America, 2004; DSM IV-TR , 2000; Eileen 
Torchio & John Ratey, Personal Communication , 2003; Arnold Miller , 
Personal Communication, 2000). 
There are two questions to answer about the proposed definition. 
1. In your opinion , how does the proposed definition compare or contrast with your 
theory of autism spectrum disorders? 
2. On what basis would you modify the definiti on proposed below? 
Please place your answers below. Feel free to use additional space as needed . 
Question One 
In your opinion , how does thi s definition compare or contrast with your theory of autism 
spectrum di sorders? 
Question Two 
On what basis would you modify the definition proposed be low? 
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Part Two 
Three fictional case studies have been developed from the researcher 's experiences in 
working with children on the autism spectrum with the following parameters. In order to 
approximate the gender ratio of people with autism spectrum conditions, the three case 
studies will be consist of two boys and one girl; aged 3 to I 0 years of age. Each 
individual case shall address a different level of severity of the autism spectrum; 
specifically, severe, moderate , and high functioning. Each case addresses challenges in 
behavior , social interaction, and communication. 
Case number one. 
Robert is a four-year old nonverbal male child diagnosed with autism. Upon entering 
his classroom of six children you find him stacking cups from a matching set of eight 
cups and saucers donated by a generous parent . Although an assortment of different-
sized and colored cups lie beside him , he only selects the tan ones that are of identical 
size. He seems unaware of the presence of others in the room. 
Your attempts to hand Robert a cup are met with a pushing away of your hand and a 
turning of his back towards you. When he runs out of identical cups he moves on to 
stacking the matching saucers. Seeking to establish a connection with Robert you 
playfully place a saucer of the same size, but different color on the stack. Robert 
immediately screams, flings his hand scattering all the saucers and repeats the routine . 
After Robert finishes stack ing the cups and saucers in their separate piles he begins to 
rock , flap , and emits a moaning sound. 
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Case number two . 
Sarah just turned seven last week, and her di agnos is of Pervasive Developmental 
Disorder- Not Otherwise Specified was just reconfirmed by her neuropsychologist. 
Although Sarah is able to verbally communicate in three-word sentences , she often gets 
frustrated . For example when, Sarah says "drink milk," her parents , eager to reward the 
communication rush to get her a glass of milk . Sarah' s response is to push the glass away 
and have a tantrum , to which her parents indicate there is nothing they can do except to 
wait out the next 5 to 10 minutes until the tantrum subsides . 
During writing time, she picked up a pencil upon the prompting of her aide fo r hand-
over-hand instruction on writing the alphabet . However, as in the past , she refused to 
look at what she was doing but focused on the sound air rushing through the ventilation 
grate in her c lassroom . She then escaped from the aide to pick up a stuffed animal. 
However , as she was lifting the object up for a closer look it slid out of her hand because 
her attention was now drawn to the sound of a wind chime tinkling outside of the 
window. 
When Sarah is left to her own dev ices , she runs around attracted to different objects 
and sounds in the room . However , ra ther than exploring the stimulus she was just 
attracted to, she immediately is distracted by something else in her environment. 
Sometimes , thi s running around causes Sarah to have a tantrum as well. Her mother 
remarked , "Sarah is a great explorer but never stays with what attracts her to learn 
anything about it." 
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Case number three . 
Sam, a 10-year-old boy diagnosed with high functioning autism , is fascinated with 
airplanes and talks about them at every opportunity. In fact, he recently was able to hold 
is own very well with an air force pilot in a discuss ion about vector thrust steering - until 
the gentleman tired after an hour of conversation on this subject . Sam almost always 
finds a way to bring airplanes into his interactions with others . This intense interest 
interferes with his education , life at home , and when interacting with others. 
In school , Sam exhibits difficulties in reading comprehension , but when properly 
organized by his aide , performs at above grade level in mathematics. Having difficulties 
in fine and gross motor control , he is often the last picked for team sports in gym and 
most of the children in his inclusion class shun him during lunch and recess. During the 
period prior to gym, Sam' s teacher indicates that his repetition of questions increases 
dramatically and he rocks so much in hi s chair that it squeaks, disturbing the rest of the 
class. 
Yesterday, before gym class Sam 's repetitive question was "what time is math 
scheduled for today"? Although the class was supposed to meet at its usually 
scheduled time of 1:30pm that day , it was cancelled due to a general school 
assembly. Rather then telling Sam about the change in plans and risking a 
tantrum , the teacher responded with " math will meet later today ," figuring that 
she could help Sam deal with the schedule change after gy m class . Sam 's 
repeated requests as to what time the class would meet was continually answered 
with " later today" by the teacher. Later that period Sam's mother was called to 
remove him from school because he had bitten a teacher and was havi ng a major 
meltdown on the classroom floor. 
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Please address the following questions about each case study. Please feel free to use 
additional space as needed. 
Case Number One - Robert 
1. Given the challenges this child presents , what interventions would you 
recommend implementing for: 
A. his or her behavior , 
B. social interaction - or lack of it, and, 
C. quality of the child's communication? 
2. What aspects of theory guided you towards the interventions you 
recommended in your response to question one , parts A, B, and C? 
Case Number Two- Sarah 
1. Given the challenges this child presents, what interventions would you 
recommend implementing for: 
A . his or her behavior, 
B. social interaction- or lack of it, and, 
C . quality of the child ' s communication? 
2. What aspects of theory guided you towards the interventions you 
recommended in your response to question one , parts A, B, and C? 
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Case Number Three- Sam 
1. Given the challenges this child presents , what interventions would you 
recommend implementing for: 
A. his or her behavior, 
B. social interaction- or lack of it , and , 
C. quality of the chi ld 's communication? 
2 . What aspects of theory guided you towards the interventions you 
recommended in your response to question one, parts A, B, and C? 
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APPENDIX C 
RECORDED INTERVIEW QUESTIONS 
Questions for the recorded face to face interview. 
1. What got you into this field? When did you first become interested in autism? Was 
there a critical event or was this commitment to the field developed over time? 
2. Tell me about the hallmark events. Those experiences you recall as most 
memorable in your work with children. What experiences were the most 
challenging and what was most rewarding of your journey from your starting point 
until now? 
3. Are there any parts, big or small, in your original theoretical orientation to this field 
that you rejected over the years because of what you learned from your own 
research or that of others? 
4. Please tell me about the hallmark findings from your research and that of others 
essential to the theoretical basis of your theory and practice. 
5. Is there something you leamed from your research and experience that has 
separated you and your work from others perhaps causing you to create a new belief 
or theory? 
6. If you were to consult or do a workshop with persons using your approach what are 
the 2 or 3 things that are essentia l for others to learn about yo ur work? 
182 
7. What criteria do you consider to be most valid in measuring the progress of 
students? Please tell me about your use of: 
A. Standardized instruments 
B. Non-standardized instruments. 
8. What do you see as the unique strengths of your method? 
9. What about your method differentiates it from the others? 
10. In your opinion, where does the greatest gap exist in research, which if filled might 
prove to benefit the greatest number of children on the autism spectrum? 
11. Looking at our culture's acceptance of chi ldren on the autism spectrum; what 
changes have you seen from the time when you started until the present? What to 
you see in the future for children on the autism spectrum in this society? What 
changes in public policy would be most useful to enriching the lives of children 
with autism and provide the greatest benefits to their families? 
12. You spent your whole li fe building a career on helping children and adults on the 
autism spectrum. Let us suppose that, tomolTOW JAMA comes out with an article 
that says, we found that autism etiology is based on a disruption in the endocrine 
system. And by, putting certain eye drops into babies when they are born, ugh , we 
are able to eliminate any possibility of autism ever occurring. What wou ld you do? 
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Definitions 
DSM 
APPENDIX D 
WRITTEN SURVEY RESPONSES 
DEFINITIONS - SMITH - ABA 
1 . In your opinion, how does the DSM IV-TR definition compare or contrast with your 
theory of autism spectrum disorders? 
I think the individual criteria are reasonable enough . My main concern is that auti sm 
is classified as a discrete category , and it may be better viewed as fa lling at one end of a 
continuum with other POD and with typical development. 
I PROPOSED A MODEL IN FIGURE 1 OF THE FOLLOWING ARTICLE: 
Beglinger , L.J ., & Smith, T. (200 1). Subtyping in auti sm: Review and proposed 
dimensional model. Journal of Autism and Developmental Disorders, 3 1,4 11-422 . 
2. On what basis would you modify the DSM IV-TR defin ition? 
I'm not sure what thi s question is asking. In the past the definition has been based on 
clinical consensus; I think that reviewing research should have a greater role in the 
process of developing definitions. 
I'D REMOVE RETT'S DISORDER FROM THE POD CATEGORY AND RE-
NAME THE CATEGORY AUTISM SPECTRUM DISORDERS. ALSO, BECAUSE 
IT'S NOT CLEAR TO ME WHETHER AUTISTIC AND ASPERGER'S DISORDER 
ARE REALLY SEPARATE CATEGORIES , I'D CONSIDER MOVING ASPERGER'S 
DISORDER TO THE APPENDIX ON PROPOSED DISORDERS IN NEED OF 
FURTHER INVESTIGATION . 
Proposed Definition 
1. In your opinion, how does the proposed definition compare or contras t with your 
theory of auti sm spectrum disorders? 
I think thi s definition is too vague to he lp caregivers , service providers, and 
researchers . The hi story of the DSM shows that there need to be specific statements 
instead of general comments about challenges in social interaction, etc. Comments such 
as " lack of proper body to environmental awareness" are particul arly unproducti ve. o 
one can agree on what such a criterion really means and how to know whether it's 
present. Also, it's ti ed to a particular theoretical orientation (Sensory Integration). Most 
184 
researchers view this theory as having been refuted , though additional research on SI 
assessment practices and interventions may still be useful. 
I DON'T HAVE ANYTHING TO ADD 
2. On what basis would you modify the definition proposed below? 
I would use objective , specific criteria that have been supported by empirical 
research . 
I THINK THE FEIN ET AL. (1999) STUDY IN *CHILD NEUROLOGY* 
SUGGESTS A POSSIBLE WAY TO MODIFY THE DSM-ESSENTIALLY 
SPECIFYING SUBTYPES WITH OR WITHOUT DEVELOPMENTAL DELAYS 
CASE STUDIES 
Robert 
1. Given the challenges this child presents, what interventions would you recommend 
implementing for: 
A. his or her behavior, 
Of course, to a behavior analyst , everything the kids do , think, and feel is 
behavior, but presumably you're refening to the tantrums and aggression . I'd do a 
functional behavior analysis and base an intervention oil the results of that 
analysis.If the intervention had minimal success , or if the behavior had reached a 
crisis point (e.g ., the child was about to be expelled from school) , I'd make a 
refenal for an evaluation for medication. 
USUALLY, IN A FUNCTIONAL ANALYSIS , ONE EXAMINES 
WHETHER THE BEHAVIOR IS TRIGGERED BY BEING ALONE , HAVING 
A PREFERRED OBJECT IN SITE BUT OUT OF REACH , AND BEING 
ASKED TO RESPOND TO DEMANDS. BASED ON REPORTS FROM 
CAREGIVERS , ONE MIGHT LOOK AT OTHER THINGS , TOO, SUCH AS 
WHETHER PHYSICAL PROXIMITY, TRANSITIONS BETWEEN 
ACTIVITIES , CHANGES IN ROUTINE , OR OTHER ENVIRONMENTAL 
EVENTS (E .G ., PARTICULAR SOUNDS) MIGHT BE ASSOCIATED WITH 
THE BEHAVIOR. BASED ON THE INFORMATION YOU PROVIDED, 
PHYSICAL PROXIMITY AND CHANGES IN ROUTINE (I.E., MOVING 
THINGS OUT OF ORDER) WOULD SEEM IMPORTANT TO INCLUDE IN 
THE ANALYSIS. 
B. social interaction - or lack of it , and , 
I'd conduct a detailed evaluation of the child's current social skill s, and then 
I'd do behavioral social skills training to help the child acquire new social skills. 
I'D PROBABLY GIVE THE SOCIALIZATION SCALE FROM THE 
VINELAND AND PERHAPS AN AUTISM DIAGNOSTIC OBSERVATION 
SCHEDULE. FOR A YOUNG CHILD SUCH AS ROBERT OR FOR AN 
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OLDER CHILD WHO HAD DEVELOPMENTAL DELAYS , THE FOCUS OF 
INTERVENTION MIGHT BE ON IMITATION , JOINT ATTENTION, AND 
BEGINNING PLAY SKILLS (ROLLI G A CAR BACK AND FORTH, 
FEEDING A DOLL, ETC.). FOR OTHER CHILDREN, THE FOCUS MIGHT 
BE ON CONVERSATIONAL SKILLS , PLAY WITH PEERS, 
PARTICIPATION IN GROUP ACTIVITIES AT SCHOOL, PERSPECTIVE-
TAKING, AND PROBLEM-SOLVING. 
C. quality of the child's communication? 
Again, I'd start with an evaluation to find out what the child can and cannot 
do, and then I'd implement behavioral interventions to promote language 
acquisition. 
IF THE CHILD SELDOM INITIATES COMMUNICATION, THE FOCUS 
INITIALLY MIGHT BE ON MAND TRAINING (REQUESTING). IF THE 
CHILD DOES INITIATE COMMUNICATION BUT IS PERCEIVED BY 
OTHERS AS BEING AWKWARD, THE FOCUS MIGHT BE ON HAVING 
AGE-APPROPRIATE CONVERSATIONS , SELF-MONITORING VOLUME 
OF SPEECH , USING AND INTERPRETING BODY LANGUAGE, AND 
UNDERSTANDING IMPLICIT MEA INGS . 
2. What aspects of theory guided you towards the interventions you recommended in 
your response to question one, parts A, B, and C? 
Sarah 
As a clinician, I'm less interested in theory than in implementing what 
research tells me is an effective intervention. Currently, research indicates 
that behavioral treatments are the primary intervention for most children 
with autism, and medication may help as a supplemental treatment in 
some cases. 
1. Given the challenges this child presents , what interventions would you recommend 
implementing for: 
A. his or her behavior, 
Answers are the same as above [for all questions pertaining to Sarah] 
FOR A, I'D FIND OUT WHAT THE PARE TS ACTUALLY DO WHEN 
SHE TANTRUMS . IT MAY BE THAT, DESPITE THEIR BEST INTENTIONS , 
THEY'RE REINFORCING THE BEHAVIOR (E.G. , BY OFFERING HER 
COMFORT OR ALTERNATIVE FOOD SELECTIONS). THE I'D DO A 
FUNCTIONAL ANALYSIS TO SEE WHETHER THIS IS ACTUALLY 
HAPPENING OR WHAT ELSE MIGHT BE TRIGGERING THE BEHAVIOR. 
ALSO , I'D ASSESS WHETHER SHE HAS THE COMMUNICATION SKILLS 
NEEDED TO REQUEST PRECISELY WHAT SHE WA TS , AND, IF NOT, 
I'D CONSIDER EITHER FUNCTIONAL COMMUNICA TIO TRAI lNG 
(I.E. , TEACHING HER TO SAY WHAT SHE REALLY WANTS) OR 
AUGMENTATIVE COMMUNICATION SUCH AS THE PICTURE 
EXCHANGE COMMUNICATION SYSTEM. 
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B. social interaction- or lack of it , and, 
FORB AND C, MY ANSWER IS ESSENTIALLY THE SAME AS 
ABOVE. I'D ADD THAT PICTORIAL ACTIVITY SCHEDULES MIGHT BE 
USEFUL IN INCREASING THE TIME SHE SPENDS AT INDIVIDUAL 
ACTIVITIES. PROMPTING AND REINFORCEMENT PROCEDURES ALSO 
MIGHT BE USEFUL IN INCREASI G HER ATTENTION WHE SHE'S AT 
AN ACTIVITY. 
C. quality of the child's communication? 
2. What aspects of theory guided you towards the interventions you recommended in 
your response to question one , parts A, B, and C? 
Answers are the same as above [for all questions pertaining to Sarah] 
Sam 
1. Given the challenges this child presents, what interventions would you recommend 
implementing for: 
A. his or her behavior, 
Answers are the same as above [for all questions pertaining to Sarah] 
I'D PRACTICE COPING WITH CHANGES IN ROUTINE . ON DAYS 
WHEN THERE IS SUCH A CHANGE, I'D USE A SOCIAL STORY AND 
PERHAPS REFER TO A PICTORIAL SCHEDULE TO HELP HIM 
ANTICIPATE THE CHANGE. I MIGHT ALSO USE WHAT BEHAVIOR 
ANALYSTS CALL DIFFERENTIAL REINFORCEMENT OF LOW RATES 
OF BEHAVIOR . FOR EXAMPLE, THE FIRST TIME HE ASKS ABOUT THE 
SCHEDULE, I MIGHT INSTRUCT THE TEACHER TO SAY, "OKAY , LET'S 
TALK ABOUT THE SCHEDULE. WE HAVE X MINUTES" A D SET A 
TIMER. WHEN THE TIMER GOES OFF, SHE MIGHT SAY SOMETHING 
LIKE, "'I'M GLAD WET ALKED ABOUT THE SCHEDULE. NOW WE'RE 
ALL DONE ." IF HE ASKED ABOUT IT AGAIN, THE TEACHER WOULD 
JUST SAY , "WE'RE ALL DONE TALKING ABOUT THE SCHEDULE. IT'S 
TIME TO TALK ABOUT X." 
B. social interaction- or lack of it , and , 
FORB, THE FOCUS MIGHT BE ON CONVERSATIONAL SKILLS, 
PLAY WITH PEERS , PARTICIPATION IN GROUP ACTIVITIES AT 
SCHOOL, PERSPECTIVE-TAKI G , A D PROBLEM-SOL VI G. 
PERSPECTIVE-TAKING MIGHT BE PARTICULARLY IMPORTANT IN 
ADDRESSING THE CONCERNS ABOUT CHANGES IN ROUTINE; 
BECAUSE IT MAY NOT OCCUR TO THE CHILD THAT OTHER PEOPLE 
MAY HAVE A DIFFERENT AGENDA FROM HIS , CHANGES IN ROUTINE 
MAY COME AS A SHOCK TO HIM . 
C. quality of the child 's communication ? 
FOR C, THE FOCUS MIGHT BE ON HAVING AGE-APPROPRIATE 
CONVERSATIONS, SELF-MO ITORING VOLUME OF SPEECH, USING 
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AND INTERPRETING BODY LANGUAGE, AND U DERSTANDING 
IMPLICIT MEANINGS . 
2. What aspects of theory guided you towards the interventions you recommended in 
your response to question one , parts A, B , and C? 
Answers are the same as above [for all questions pertaining to Sarah] 
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DSM 
DEFINITIONS- ROBERTS- DLT 
1. In your opinion, how does the DSM IV-TR definition compare or contrast with your 
theory of autism spectrum disorders? 
Dear Stephen , 
Believe it or not, I have not looked at any of the other parts yet (your ideas as to 
modification) Because I am interested to see if our ideas agree or disagree. So here goes! 
*Please see note at end of this section . 
I think at thi s point , thinki ng about auti sm has moved on greatly from what it was 
when DSM IV was written, and the attempts to clarify by the TR, while good in 
themselves, do not address the underlying issue. (See more than 12 words already.) The 
basic problem is that autism was defined as a "syndrome" - a phenomenological 
collection of exhibited behav iors, classified for convenience into 3 domains with no 
common foundation. From this failure (because not enough was known/understood at the 
time) springs much confusion : 1. Many different "di sorders" may appear similar because 
of some of the same symptomatology (Retts); 2. Other similar disorders may not be 
included because a) the causes are known and b) there are some different/additional 
symptoms not listed under the three domains above or onl y some of the population with 
this named di sorder show "auti stic" symptoms (Fragile X): 3. Doctors are reluctant to 
diagnosis autism , especially in young children, because ALL of the symptom categories 
are not clearly or evenly exhibited. The use of a "catch all" category like POD-NOS is 
VERY unsati sfactory because, in its own terms (phenomenology) it leaves the individual 
in a very ambiguous posi tion : Are they autistic or not, if not why not and what about 
entitlement to services?? Moreover , there is an underlying assumption that the definition , 
based on observations, is in fact a di screte entity which MUST have all and onl y the 
domains as li sted by OMS-IV . (Even the history of the development of these domains, 
and the slight differences in the lCD 9 , should give pause to thi s assertion.) 
The problem with the name POD itself is the same as with POD-NOS . Given current 
understanding of the range and complexity of the condition which has led to the term 
Autism Spectrum Disorder , it is NOT the case that for all indi victuals in all areas there is 
a deve lopmental di sorder. (Indeed , even under the original definitions, the term POD 
would fai l to account fo r savant ski ll s.) This has caused Asperger Disorder to be 
classified as much a separate di sorder as Chi ldhood Disintegrative Disorder and as well 
related to autism! Moreover , many doctors use POD itself as a diagnosis , maybe because 
it is too confusing to determine exactl y how the mix of symptoms is to be sorted through. 
I would suggest the elimination of POD and POD-NOS entirely, repl aced by Autism 
Spectrum Disorder. This would eliminate unrelated developmental disorders from the 
category and eliminate some of the confusion. It would help , even if it were the onl y 
change . But we need to attempt to make changes in 2 (at least) other areas as we ll . First , 
we need to try to develop an underl ying theory of the disorder and second, we need to 
expand the domai ns of experi ences that those with ASD typica ll y (not always fo r 
everyone) show. Understand this second point , will increase the sophistication of those 
making the diagnosis and give them more confi dence at the same time. 
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Theoretically , I think there are 2 directions. First, as our knowledge expands about the 
underlying neurological basis, we can define ASD by reference to such structures . While 
thi s is complicated , some things are known and the technology for studies on individuals 
as they function will become more available. What seems probable, however, is that ASD 
is not "one thing" but many different conditions (neurologically speaking) . Finding the 
causes of some (from Fragile X to Smith-Magenis Syndrome), and "naming" them 
should not take them out of the ASD category . Thus , phenomenology wi ll still play some 
part in the definition of the disorder. 
Second, some theories about the mechanisms that tie these symptoms together are 
emerging and various views need to be considered. Dr. Kitahara saw auti sm as an anxiety 
disorder. She theorized that the social di sability to make sense of the world and therefore 
not to be able to know what to expect , essential for a sense of safety, would lead to 
overwhelming anxiety and a tendency to withdraw into stereotypical behaviors and resist 
change. (Where I am now is safe at least). She saw the communication disorder, in part , 
as a social disorder , a lack of intent to communicate because of the failure to understand 
others as communicative partners. 
The Theory of Mind approach would see the cognitive failure to appreciate that 
others have minds as the central unifying principle (and anxiety as secondary to this 
condition probably). 
I think it is poss ible to relate the neurological and te leological positi ons if we talk 
about understanding emotions in others rather than cognition . (I have some research for 
us to do at BHS related to this.) 
In regard to symptoms, there are several more categories that should be considered 
diagnostically (or at least when drawing up an ASD Profi le <my innovation here, which I 
hope to publish some day , as compared to the CARS>). The students here all vary along 
the following dimensions: 1) sensory sensitivity and integration , 2) acti vi ty level (NOT 
ADHD as a separate diagnos is for a variety of reasons), 3) leve l of anxiety, 4) visual-
motor integration, 5) cognitive functioning. 
*Stephen , I wrote this in quite a bit more detail than I intended- we had talked about 
doing a joint paper on this topic so I have given my ideas freely. It is fine to use these 
(and any) of my ideas , with attribution , for your thesis, but for any publication or 
presentation I want to be an active partner/author. 
2. On what basis would you modify the DSM IV-TR definition? 
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Proposed Definition 
1. In your opinion, how does the proposed definition compare or contrast with your 
theory of autism spectrum disorders? 
The above definition addresses one part of my concern, namely the neurological 
nature of the disorder as a fundamental theoretical underpinning for diagnosis (even non-
specific as it must be at this time). However , it does not address the need to have a 
theory , hopefully related to the neurobiology , that ties the symptoms together to give an 
understanding of the relationship among symptoms . I feel this is very important because 
it leads to a coherence in ASD that will guide our approach to education/therapy . I feel 
that DLT has such a coherence, although I am not sure if anxiety is primary or derivative 
in regard to this . 
2. On what basis would you modify the definition proposed below? 
I think it would be better to be less parsimonious in your definition- use more words 
and sentences to explain your meaning. The purpose of a definition for a DSM is to aid 
diagnosis, i.e. , doctors have to be guided as to what to look for. In addition, while you 
have added sensory motor and sense of body in space, you have not addressed other 
important components such as activity level , level of anxiety, visual-motor integration, 
and cognitive functioning- all variables that I feel contribute taken as a whole to the 
diagnosis. 
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CASE STUDIES 
Robert 
I . Given the challenges thi s child presents, what interventions would you recommend 
implementing for : 
A . his or her behavior, 
Robert appears to function at the severe end of the auti sm spectrum (although 
his young age may be deceptive here as his anxiety response may hide hi s other 
abilities). He needs to become aware of the adult and then accepting of the adult 
attempting to interact wi th him . In order to do this, the adult must create a bond 
with the child . This takes a lot of work and patience and involves learning what 
kind of play/affection the child will respond to as well as what he needs and then 
doing this fo r whatever extended period of time it takes. Many children at the 
severe end of the spectrum , respond to tickles and hugs, " roughhouse" play, and 
other non-verbal overtures . Thus, the social relationship must be established first 
and then other aspects of social interaction can be addressed . The adult must be 
consistent with Robert , so that it becomes clear what he can expect from the adult 
and what is expected of him . This creates a sense of "safety" so that change 
(giving up repetitive patterns of behavior, turn taking in placing the cups , 
screaming when interrupted) can be tol erated . The use of structured routines over 
time is essenti al to the process of gaining behavioral self-control.. Meanwhile, and 
at the same time , it is important to learn what forms of communication have 
meaning fo r Robert , both recepti vely and express ively. Use of verbal language by 
the adult needs to be slow, exaggerated as to to ne and meaning , using key words 
within the context of meaningful speech , augmented by visuals , gestures , and 
hand-over-hand assistance . The use of group dynamics, a class of peers Uust 
slightly above-below-equal), will help Robert learn what to do , through imitation, 
and give him a sense of confidence in seeing others are okay in the same situation. 
Sam needs a good , enhanced PE program as well as a good cardi a workout to 
improve his gross motor, coordination, and balance skill s. This will lead to 
increased self-esteem as well as learning leisure skill s he can use wi th typical 
peers in order to fit in and be included . 
B . soc ial inte ract ion - or lack of it , and , 
C. quality of the child ' s commun ication. 
2. What aspects of theory gui ded you towards the interventions you reco mmended in 
your response to question one, parts A, B , and C? 
The philosophy and methodo logy of Dail y Li fe Therapy® , briefly and parti ally 
outlined , guided me in my approach. 
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Sarah 
1. Given the challenges this child presents , what interventions would you recommend 
implementing for: 
A. his or her behavior, 
Sarah appears to be functioning in the moderate (moderate-to-severe) end of 
the autism spectrum. Although she has many functional skills and abilities, her 
distractibility is high, seemingly related to sensory issues , consequently her 
attention span is very short. She appears to lack "joint attention" skills. Although 
she is "verbal", and she shows communicative intent , her ability to communicate 
is limited . Her tantrums over this suggest that she has a greater cognitive than 
expressive ability. 
The basics of establishing a bond with Sarah, possibly through physical 
interactions but also through engaging her interest in sensory activities that she 
enjoys, is the first step. She seems to need a fast paced program , with lots of 
physical activity to engage her socially, diffuse her lack of focus , and gain her 
awareness of her body/self as a whole. This will help her increase her joint 
attention to task which can then generalize to Jess active/less preferred activities 
like seatwork (I'm assuming here. She might like art/music or might need to be 
introduced to these with bonded-adult support to help her overcome other sensory 
sensitivities, like noise). In any event, she needs to have an intellectually 
stimulating well-rounded program to help her learn to focus on tasks as well as 
some direct physical guidance teaching about joint attention. As well as constant 
encouragement for Sarah to expand her use of vocabulary, 2-4 word utterances , 
use of scripted sentences and cloze sentences, she needs many visuals (photos, MJ 
symbols) available. Increasing her receptive understanding will also help her feel 
more secure in her environment. Sarah needs a highly structured environment 
with many things learned as routines to help her develop mastery and self-esteem, 
which will help lessen her frustration and increase her social relationships with 
others. Like Robert, she will benefit from a class with appropriate peers (slightly 
above and below) to gain mastery through imitation learning and learn social 
interaction skills. 
B. social interaction- or lack of it , and, 
C . quality of the child's communication? 
2. What aspects of theory guided you towards the interventions you recommended in 
your response to question one, parts A , B , and C? 
As above. I feel that both Robert and Sarah would greatly benefit from DL T. 
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Sam 
1. Given the challenges this child presents , what interventions would you recommend 
implementing for: 
A. his or her behavior, 
Unfortunately, this is all too common in real life for children who are 
mainstreamed because of their cognitive functioning while the rest of their 
disability is ignored. By "high functioning" in one area, namely cognitive 
capability, the needs in other areas that are not at all "high functioning" are not 
met (I think this term is actually less than useful as a diagnostic category but that 
cognitive capacity should be just one aspect of the profile, treated equally with the 
others I have indicated.) The anxiety by being with " typical" peers often leads to 
increasingly inappropriate behavior , often resulting in aggression of SIB to escape 
or just as an unregulated expression of stress. Would it surprise you if I said that 
DLT would work well with this student too? The basic philosophy of emotional 
regulation , physical activity and intellectual stimulation are all needed by Sam. 
The methodology at BHS adapts individually to the needs of the student. Sam still 
needs to bond with his teacher , first around his interest (we actually had a student 
with a similar obsessive interest who engaged a pilot in a conversation about the 
route he was going to fly between Chicago and Tokyo and the pilot later told a 
staff person that all his assumptions about autism were shattered), and than 
around the other interesting things there are to do and learn , broadening his 
enjoyment of life and life experiences. He needs a clear structure, learning that 
there are times to talk about hi s interest and times when it is not appropriate . As 
part of learning to communicate better , he needs to learn to listen , to be reciprocal 
in conversation, to "read" others body language/facial expressions/tone of voice. 
These skills all need explicit teaching and a group approach is the best approach 
(in the natural context). Sam needs a visual schedule and to be prepared for 
change- so hat he can be reassured and increase his flexibility . The teacher 
should initially refer to the schedule as each activity is done so that Sam can learn 
to be independent in doing this for himself. Sam needs appropriate mainstreaming 
opportunities , controlled/assisted so that they are real (interactive) and successful. 
B. social interaction- or lack of it , and, 
C. quality of the child 's communication? 
2. What aspects of theory guided you towards the interventions you recommended in 
your response to question one , parts A, B , and C? 
DLT explicitly allows the methodology to be adapted to the needs of the child. It 
is the whole child being educated not just the autistic behav iors remediated . He 
deserves a broad and balanced curriculum , presented at hi s level in a way that will 
enhance hi s independence, self-esteem, and dignity . 
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Definitions 
DSM 
DEFINITIONS- MESIBOV- TEACCH 
1. In your opinion, how does the DSM IV-TR definition compare or contrast with your 
theory of autism spectrum di sorders? 
In general the 2000 revision of the DSM-IV fits reasonably well with my concept of 
the Autism Spectrum Disorders. If I could make a change I might like some of the 
subgroups more clearly and specifically defined such as Asperger Syndrome and 
PDD.NOS. 
2. On what basis would you modify the DSM IV-TR definition? 
I think my main modification would be a clearer definition of those subgroups that I 
mentioned under question 1 . I might mention some of the sensory problems and 
challenges as well and also the difficulty with more abstract conceptualizations. 
Proposed Definition 
1. In your opinion, how does the proposed definition compare or contrast with your 
theory of autism spectrum disorders? 
This definition also fits fairly well although I am not sure I understand the specific 
meaning of a lack of proper body to environmental awareness. 
2. On what basis would you modify the definition proposed below? 
I would modify by more clearly defining the lack of body to environmental awareness 
definition . 
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CASE STUDIES 
Robert 
1. Given the challenges thi s child presents , what interventions would you recommend 
implementing for: 
A . his or her behavior , 
It appears that Robert has not established a producti ve work routine . That 
would be my first priority for him. He appears to have good matching ski ll s 
though is very rigid about how he uses them. I would want to establish a first 
work then play routine using tasks with very clear visual directions and then teach 
him how to fo llow those directions in a one-to-one setting. I would then move 
away so that he can practice those skills independentl y. The Shoe Box Tasks 
used by Division TEACCH would be excellent materi als for establishing thi s 
routine because many of them do involve matching and they are very interesting 
and engaging for students with ASD. I think this approach would positively 
impact hi s behav ior. There is not information in thi s scenario about soc ial 
interaction or communication so I hesitate to comment on those . 
B . social interaction- or lack of it , and, 
C. quality of the child 's communication. 
2. What aspects of theory guided you towards the interventions you recommended in 
your response to question one, parts A , B , and C? 
As with all of the questions in this part I am guided by the TEACCH Approach to 
working with people with Autism Spectrum Disorders. This approach is a 
combination of social cognitive and developmental theory, as well as an application 
of what is known from neuropsychological research in autism to the development and 
implementation of educational programs and acti vities. This response will be 
applicable to all of these scenarios so I will not repeat it after each one . 
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Sarah 
1. Given the challenges this child presents , what interventions would you recommend 
implementing for: 
A. his or her behavior, 
It appears that Sarah's main problem is that she has been taught to use 
language to communicate without really understanding what the language means. 
Therefore her needs are not being met and communication, rather than reducing 
frustration as is typically the case, is increasing the frustration in her situation. 
Her academic activity writing, is suffering from the same problem. What Sara 
needs is an intensive cognitive, developmental , and communication assessment to 
more accurately identify her current level of functioning so that tasks and 
communication activities can be presented in a way that is meaningful to her. 
This will allow her to have her needs met through communication and also to feel 
some sense of competence and mastery from understanding and successfully 
completing tasks . 
B. social interaction - or lack of it, and, 
C. quality of the child's communication? 
2. What aspects of theory guided you towards the interventions you recommended in 
your response to question one, parts A, B, and C? 
Division TEACCH has cognitive developmental and communication assessment 
packages for these purposes and the packages would be used in establishing 
appropriate communication and cognitive tasks for Sarah. I think these assessments 
and the appropriate activities these a sessments could generate would have a major 
positive impact on her behavior and communication skills. I don't feel there is 
enough information to comment on social interaction . 
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Sam 
1. Given the challenges this child presents, what interventions would you recommend 
implementing for: 
A. his or her behavior, 
Sam needs a schedule to be able to understand what will be happening to him 
during the course of any given day. Expectation is extremely important to people 
with ASD and when expectations are violated there is considerable frustration and 
deterioration. Learning how to understand and follow schedules is an important 
first step for all students with ASD in my opinion . Once these schedules are 
learned, strategies should be implemented to teach flexibility so that changes in 
schedules can be introduced during the day in ways that they will be understood 
and accepted by students with ASD . If this basic learning pattern had been 
followed with Sam then the situation described in this scenario would never have 
had to happen. 
Schedules are an important communication strategy that also improve 
behavior. I don ' t feel there is enough information about Sam's social 
development or interactions to comment on this aspect of the scenario. 
B. social interaction - or Jack of it , and, 
C. quality of the child ' s communication? 
2. What aspects of theory guided you towards the interventions you recommended in 
your response to question one , parts A, B, and C? 
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Definitions 
DSM 
DEFINITIONS- MILLER- MILLER 
1. In your opinion, how does the DSM IV-TR definition compare or contrast with your 
theory of autism spectrum disorders? 
The problem with the DSM IV-TR definition has to do with the check-list mentality it 
implies. For example, one could do a complete checklist to define all the characteristics 
of an elephant, e.g., size, color, shape, weight, diet , etc. , yet have little sense of how the 
elephant interacts with other elephants or its surroundings. In my judgment, an adequate 
definition of autism or autism spectrum disorder- to be more helpful - needs to show 
this dynamic relation. In my theory of autism, I indicate two broad autistic dispositions 
which I have designated "closed system disorder" and "system-forming disorder." In the 
child with closed system disorder there is great preoccupation with objects to the 
exclusion of people. Efforts to intrude within these closed systems or to intetTupt them 
induces distress in the child and a strong effort to maintain the systems. In sharp 
contrast, children with system-forming disorders have great difficulty forming organized 
systems or ritual s with objects because they tend to be so driven by one stimulus or 
another that they lack opportunity to become engaged long enough to form a system. 
Typically, these latter children show a "disconnect" between sense modalities so that 
while hands may be picking up an object, vision is directed elsewhere ... While 
recognizing that there are no absolutely "pure" types of closed vs. system-forming 
disorders, describing them in these system terms conveys far more than the check list 
strategy. 
Another important characteristic of children with autism that is omitted in the DSM-
IV check list has to do with the child's body-world relation. There is poor definition 
between his/her body and the bodies of others, or between his/her body and objects or 
events. Often the children have no clear sense of their own bodies and how their bodies 
relate to others . They may, for example, be able to define their body parts but not be able 
to define them on another. They may be able to echo the words of another but not be able 
to initiate their own words because they lack the body specificity from which to launch 
such initiatives. In certain situations, they may be unable to initiate action toward an 
object because they lose contact with how foot or hand relates to that object. 
Finally , the DSM IV makes no mention of the frequent under or oversensitive 
reactions to sounds , light , touch that are characteristic of many children on the autism 
spectrum and play such an important role in determining whether or not a child can cope 
in different situations . . 
Accordingly , I would amend the check list by including a description of how the two 
kinds of autism- closed and system-forming-- may be seen among children with this 
broad disorder. I would also add a statement to the effect that while both kinds of 
dispositions may be apparent in any one child with autism. One type is usually more 
dominant than the other. Beyond this, I would include descriptions of impaired body 
awareness , body-world relations as well as the over or under reactivity so common to 
stimuli so common in this population. 
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2. On what basis would you modify the DSM IV-TR definition? 
Accordingly , I would amend the check list by including a description of how the two 
kinds of autism- closed and system-forming -- may be seen among children with this 
broad disorder. I would also add a statement to the effect that while both kinds of 
dispositions may be apparent in any one child with autism. One type is usually more 
dominant than the other. Beyond this, I would include descriptions of impaired body 
awareness, body-world relations as well as the over or under reactivity so common to 
stimuli so common in thi s population. 
Proposed Definition 
1. In your opinion, how does the proposed definition compare or contrast with your 
theory of autism spectrum disorders? 
The proposed definition is alright as far as it goes, but I think could be more specific 
with regard to very different kinds of children that are subsumed under the autism 
rubric. 
2. On what basis would you modify the definition proposed below? 
I would modify the definition to include the distinction we make between children 
with closed system vs. system forming disorders. This distinction is laid out in the 
Table attached to this note . 
Table 1.1. Contrasting Children with Closed-System and System-Forming 
Disorders 
Disorder Children 
Type A Type B 
Closed system Minimal executive functioning Executive functioning with 
and few systems. many object systems . 
Poor shifting/scanning. People Ability to shift from one 
excluded from systems. 
system to another. 
People excluded from 
systems. 
System-fom1ing Minimal executive functioning. Little executive functioning. Poor sensory-motor Salient properties ofmany 
coordination limits system 
forming. sources induce repeated 
orienting, but not engagement . 
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CASE STUDIES 
Robert 
I . Given the challenges this child presents, what interventions would you recommend 
implementing for: 
A . his or her behavior , 
Robert is intolerant of change as we ll as (B) intolerant of people entering into 
his acti vity (system). Discussing (A) our first task is to help Robert learn to 
tolerate small bits of change . Since his acti vity involves stacking one approach 
would be to fo r you the therapist or examiner, to stack exactly the way he is 
stacking . Maybe a couple of feet away from his stack. The first session should 
probably be concerned with exactly mimicking the patterns he is going through . 
If it 's tan cups it should be tan cups . A second phase could be allowing one of 
your cups to fall near him . . . to see if he picks it up . If he picks it up then another 
of your cups should "happen" to fall near him . If he starts accepting your cups 
then this moves in to (B) social interaction . At that point you start handing him 
cups in front of your face, so that as he takes your cup he also takes in the quality 
of your face. Having Robert accept object from you in order to complete hi s 
ritual means that he has started to take you in as a part of that ritual. 
At thi s point it may be poss ible for you to experiment with slight alterations of 
systems such as placing each cup on a matching saucer instead of matching all 
saucers or all cups. Interventions of this kind can go on fo r several weeks with 
the child learning to take in taking in both a person as well as the changes they 
represent . 
B . social interaction - or lack of it , and , 
C. quality of the child 's communication. 
Robert is nonverbal. Consequentl y the first step in working with him is to 
he lp him become more conscious of words, and gestures as they relate to what he 
is doing . In other words, the therapist or worker narrates what he is doing while 
stacking. "Robert is stacking the cups . Now Robert is stacking the saucers" 
"Now Robert is picking up a cup , and so forth ." After a period of this kind of 
narrati on, the therapist may decide to momentarily withhold a cup that Robert 
needs to complete hi s ritual of stacking. Any incipient gesture or sound that 
Robert makes during the interruption may have some communicati ve intent and 
should immediately be followed by the therapi sts to prov ide the cup he 
desperately needs to continue hi s stacking. To sum up . To improve hi s flex ibility 
the therapist first mimics or imitates everything he is do ing. Second allows part 
of what he ios dong to fa ll near Robert. And at thi s point beg ins to introduce 
himself as a vehicle for Robert getting what he needs. Communication emerges 
from the child ' needs to continue his interrupted ritual 
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2. What aspects of theory guided you towards the interventions you recommended in 
your response to question one, parts A, B , and C? 
Cognitive developmental systems theory maintains that children with closed 
system disorder have an urgent need to maintain their ritual systems. It is this notion 
that guides the careful challenging of Robert 's systems. First by stacking near hi s 
system. Second by allowing object to fall near his system that he might use. And 
third by introducing a person within his system. Another aspect of theory that guides 
how one introduces a person is that children like Robert operation a single track 
manner with their primary emphasis on the object and not the person . Theory 
suggests that by placing the object in front of the face of the person that the child will 
take in BOTH the object and the person as background . 
Sarah 
1. Given the challenges this child presents , what interventions would you recommend 
implementing for: 
A. his or her behavior , 
Sarah falls into a category that we refer to as a child with system forming 
disorder. This means, unlike Robert , who forms very tight , closed systems, Sarah 
fails to form many systems. In fact, when she utters words, even though these 
words may have meaning to her parents. There is no clear indication that those 
words are meaningful to her. In dealing with her behavior , given her tendency to 
be driven by different stimuli , it would be important she be worked with in a very 
quiet , distraction free setting. To help her organize her functioning it wou ld be 
important to restrict her activities to one item at a time , keeping the others out of 
sight. For example, with a child like Sarah, one might well dump a dozen blocks 
in her lap which she would promptly knock off her lap , brush off her lap , or brush 
off of. In a continuing effort to keep her involved with these objects one might 
put one of these objects inside her shirt. As she took the item out of her shirt 
because it doesn ' t feel right she might tend to throw it . The therapist working 
with her would indicate with gesture as to where she would throw it and continue 
place the object under her shirt with the notion that anything she did in response 
to the therapist 's actions can be turned into a system with the repetition of the 
therapists activities. 
When one activity got used up the therapist might bring into play another 
activity such as sponges and water and would help Sarah learn to squeeze the 
sponges so she could see the water coming out. Through these kinds of acti vities 
one begins to develop a number of organized systems. One , by havi ng her ins a 
distraction-free zone. Second, by intruding within her body space, 3 continuing to 
recycle the activity and guide. it. I wou ld no attempt academic work with a child 
at this level of functioning until a number of basic systems (p icki ng up , dropping, 
throwing , being able to fit things into different spaces were establi shed) . Once 
Sarah had learned to perform to work with in a focused way with separate systems 
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such as sponge, dropping things , she can be taught to move from one to the other 
quite rapidly so that she realizes that when she leaves one to go to another that she 
can return to the first. 
Children like Sarah, often when using a step-slide system , with the step at 
right angles to the slide , will often go down the slide and then forget where the 
steps are. To help her assimilate that system the therapist bas to pace the system 
quite rapidly so that when she is finished with the slide she is guided up the steps , 
etc. At a certain point with such rapidly paced intervention one will note Sarah 
starting to look at the steps in anticipation of climbing up them. At that point she 
bas achieved another organized system. 
B. social interaction- or lack of it, and, 
C . quality of the child's communication? 
2. What aspects of theory guided you towards the interventions you recommended in 
your response to question one, parts A , B , and C? 
The aspects of theory that guided the intervention with Sarah was that she needed 
to form systems and that given her disconnected style it was important that the 
activities be paced rapidly so that she could connect one part of the system with the 
other. The step following that , of course, is to start complicating the system so that 
she learns to do different things within it. Such as going down the slide bead first, on 
her tummy , side , etc. 
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Sam 
1. Given the challenges thi s child presents, what interventions would you recommend 
implementing for: 
A. his or her behav ior , 
Addressing Sam's Behavior with Appropriate Interventions 
Before one can intervene effec tively with Sam in a way that would avoid major 
tantrums and the teacher-biting epi sode described, one must first consider the 
precarious reality in which Sam li ves and the manner in which it is organized . 
For Sam , each day is organized in a linear fas hion - with each event re lated to the 
next in a chain-like manner. Each link in the chain - or event during the day- is 
enormously reassuring for Sam . For him , it means that reality is connected in an 
orderly, predictable manner. The reason thi s is so important for Sam is because he 
does not have a conceptual plan which makes room fo r changes . Consequentl y, a 
change- such as canceling the math class because of a faculty meeting - which is of 
little concern to a typical 10 year old who understands how things may vary wi thin 
the day , is a major threat to Sam who has no conceptual framework fo r such change. 
Once thi s is understood , it becomes clear that the teacher 's continuing to put 
Sam's urgent queries to one side with "Math is later .. . " can only build tension in Sam 
as he sees that " later" never comes . In behaving like this the teacher is inadvertently 
challenging the manner in which Sam builds an orderly reality one chain link after 
another. She becomes enormously provocati ve to Sam and so he both tantrums and 
bites her as his fragile organization breaks down. 
How then might the teacher behave with Sam to avoid hi s breaking down? First , 
the teacher has to acknowledge that a change has happened or will be happening. It 
would probably be helpful if she drew on the blackboard a series of boxes linked 
together in which she labeled the different events that usually happen during the day. 
Then, she might erase the box labeled "Math Class" and put in its stead "General 
Assembly ." As she does this, she should check with Sam to see how he is taking this 
in . Then, she should be careful to continue chaining events after the disrupti ve 
fac ulty meeting so that Sam can see that the expected course of the day continues .. 
She should also label the fo llowing day and show how the usual sequence of events 
including m.ath class is reestablished ... By reworking the linked block drawi ngs , 
emphasizing that the change is "for this day only" and indicating that tomorrow the 
normal sequence of event will fo llow, she reduces Sam' s anxiety and gives him 
opportunity to process the di srupti ve event that has threatened hi s organization of 
rea lity. 
B . soc ial interaction - or lack of it , and , 
Addressing Sam' s Style of Soc ial Interaction 
In the vignette , Sam' s obsess ive preoccupation with airplanes and their technical 
aspects , f inall y wears down the air fo rce pilot with whom he has developed thi s 
exchange. The good news, here , of course , is that Sam is able to interact with another 
even if thi s interac tion is circumscribed by hi s preoccupation with airpl anes. Agai n, 
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before attempting to intervene, it is important to consider why Sam behaves in this 
manner . 
Our experience with children like Sam suggests that he functions in a closed 
system manner. With more limited children, the c losed system tendency may reflect 
itself in lining things up , flu shing toilets, opening and closing doors, etc . With Sam , 
however , the closed system tendency keeps him within the airplane category but his 
intellectual capacity is such that he is able to mine a great deal of info rmation within 
that closed system . What closed system children like Sam are unable to do is to 
spontaneously detach from an ex isting system with which they are engaged and shift 
to another system . How then can one help a child like Sam who is both captured by 
his airplane preoccupati on and at the same time captures the other person? 
Over the years we have found two effecti ve ways of doing this: One, involves the 
systematic expansion of an existing system; the other involves establishing a multi-
system format. Let 's consider how the expansion of Sam's airplane system might 
work . Perhaps, as he talks about engine thrust , we wonder out loud where that engine 
thrust could take that airplane - or rather where the pilot could fly the plane. This 
could lead to a discussion of the location of diffe rent air force bases (being careful not 
to violate national security) as well as the geography of these locations. If Sam lacks 
information about the geography surrounding the base, we tell him about that. This 
provides an opportunity to introduce the flora and fauna around that base . . .If thi s 
change in venue is too disconcerting for Sam , we go back to engine thrust and steer 
the plane (and Sam) back to familiar technical terrain before initiating another 
expansion of the airplane system . 
Another more radical way of working with a closed system child is to introduce 
multi-systems in which each system is quite disparate from another. Suppose, fo r 
example , while Sam is describing vectors of fo rce , we introduce the dynamic manner 
in which suspension bridges are built. (Hav ing read up on this before hand we 
indicate how pilings are established , how men go down in caissons, the "bends," how 
the cables are made, etc.) Then , when Sam is full y engrossed in building bridge 
structures, we arbitrarily shift back to airplanes , the manner in which "wing lift" is 
achieved , etc . We may, at several points, go back and fo rth between bridges and 
airplanes until Sam demonstrates comfort wi th the shi ft and has developed a 
repertoire which incl udes not one, but two sources of conversation that he can use 
with a person . Subsequentl y, the same strategy is used to introduce a third and fo urth 
system until Sam has a repertoire of systems to draw on and no longer is captured by 
onl y one system . 
C. quality of the child 's communicati on? 
Addressing the Quality of Sam 's Conversation 
Assuming that Sam is like many children with High Functioning Autism or 
As perger Syndrome , one of the notable as pects of Sam's conversation is the manner 
in which the person he is addressing is quite incidental to hi s topic . Since child ren 
like Sam are quite innocent of the ir impact on others, it is a useful strategy to 
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dramatize his impact by strong reactions to what he is saying or even by disagreeing 
with him. 
For example, if he is talking about turbo jets, the li stener might expostulate with 
fervor that turbo jets are an inferior technology and have been replaced by full jets . If 
Sam agrees that this is so, then the participant might then change his position and 
indicate all the advantages of turbo jets. 
One of the effects of this kind of maneuver is that Sam must take the person's 
response into account into what otherwise becomes a monologue with the person 
incidental to Sam's discourse. 
Another area of concern with children like Sam concerns their tendency to 
comment on physical attributes of others. Such a child might say, "How come your 
nose is so big?" or "You are a very fat person , etc." Therapeutic responses to such 
assertions might include comments like, "When you said that , you hurt my 
feelings ... and made me sad." or "I don ' t say things about how you look . Why do you 
say things about me?" Of course, this kind of exercise must go on for an extended 
period over many months before children like Sam begin to internalize different ways 
of relating to people . 
2. What aspects of theory guided you towards the interventions you recommended in 
your response to question one, parts A, B , and C? 
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Definitions 
DSM 
DEFINITIONS- WIEDER- DIR 
1. In your opinion, how does the DSM IV -TR definition compare or contrast with your 
theory of autism spectrum di sorders? 
The DSM definition continues to pose many challenges to diagnosis since it relies on 
a categorical model. While the symptoms are recognizable and may describe different 
aspects of behavior , what do they really add up to? What are the boundaries of these 
symptoms and the meaning of any combination selected. Furthermore, given the menu 
approach it is not clear how useful the diagnosis would be for planning treatment 
approaches. In addition, the DSM criteria include symptoms which could describe other 
conditions than autism and is not sufficiently grounded in understanding of etiological 
factors or the developmental pathways leading to disordered functioning. Based si mply 
on the consensus of experts, including how many symptoms are necessary for the 
diagnosis (e.g., three out of five, rather than two out of five), is there data supporting a 
clear line between two versus three of the criteria. Does the severity of one symptom 
make up for the number of other symptoms? 
Instead , we need a multi-dimensional approach where symptoms or di sorders may be 
expressed in varying degrees rather than clear "you have it or you don ' t" with specific 
numbers for various categories. Over-specificity regarding the number of symptoms 
which need to be manifested - e.g., insufficient data on the implications of some over 
others and no relationship to the degree and combination of symptoms present problems. 
Also, studies of prognosis and predictive validity are hampered by this menu model and 
not controlling for the appropriateness of the treatment program the patient is receiving-
e.g., most children with autism are believed to continue to evidence the symptoms of the 
disorder five to eight years in the future. But how appropriate were the treatment 
programs? Given the challenges to this symptom based approach, it would be better to 
move towards more multi-dimensional approaches which recognize that many challenges 
exist in terms of degrees of challenge, rather than with clear boundaries, that recognize 
the multiple components which may contribute to a disorder , and that recognize that 
most disorders are based on complex dynamic , developmental processes that contribute 
to the disorder. This would require a multidimensional model which differentiates 
different profiles and their associated developmental pathways, including regulatory-
sensory processing , motor planning , communication, language, and learning capacities, 
etc . 
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2. On what basis would you modify the DSM IV-TR definition? 
At present, we do not yet have an empirically validated diagnostic system for 
mental health, developmental , and learning disorders of infancy and early 
childhood. The field is currently operating on expert consensus with supportive , 
but incomplete , data. Our approach was developed on the basis of extensive 
clinical experience and follow up using the DIR model which organizes the 
multidimensional profiles suggested above and facilitates understanding of these 
disorders which also guide intervention and treatment planning. The model 
includes: 
(D) Developmental capacities- the level of emotional, social, and intellectual 
functioning (technically called functional emotional developmental capacities)-
these include regulation and shared attention, engagement , two way 
communication, shared problem solving interactions, creating symbolic ideas and 
abstract thinking . See references. 
(I) Biologically-based Individual processing differences in the way an infant or 
young child reacts to and comprehends different sensations, such as auditory, 
visuospatial, or tactile , as well as the way in which the child plans , sequences, and 
executes actions 
(R) Relationships- including child/caregi ver/fami I y and other relationship 
patterns and emotional development. 
Attending to the interrelated components of DIR is vital in classifying 
disorders as well as providing the basis for meaningful intervention planning and 
research. This approach is based on clinically meaningful categorizations that 
recognizes dimensional processes and the full range of human functioning , (that 
is, the depths of human feelings and relationships), and also takes into account 
what is known about developmental pathways , etiology, and response to optimal 
interventions. 
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Proposed Definition 
1. In your opinion, how does the proposed definition compare or contrast with your 
theory of autism spectrum disorders? 
While this definition highlights the important neurobiological condition it is very 
broad and very general without providing a way to better understand the range of 
individual variations, the interactions between the elements of the biological 
condition, the developmental pathways, the interactions between the child, family and 
the environment, and most importantly, the therapeutic implications. As an 
altemative we propose the definition ofNeurodevelopmental disorders of relating and 
communicating (NDRC) involves problems in multiple aspects of a child's 
development, including social relationships, language, cognitive functioning, and 
sensory and motor processing. This category includes the DSM-IV -R category of 
pervasive developmental disorders (POD), also referred to as autistic spectrum 
disorders (ASD). The NDRC framework enables a clinician to consider the full range 
of disorders of relating, communicating, and thinking as well as to capture the large 
degree of individual variation in infants and young children who ultimate ly evidence 
common features of difficulties in forming relationships, communicating at preverbal 
and verbal levels, and engaging in creative and abstract reflective thinking . . Because 
children within this broad category, however, evidence so much variation in the 
degree to which they relate to others and master early communicative and thinking 
skills, as well as in their most basic ways of process ing sensation (e.g., some are 
sensory hypeneactive, others are sensory hyporeactive; some have relatively strong 
visual memory, others relatively weak visual memory), we believe it is important to 
have the broadest possible conceptual framework within which to capture the full 
range of individual variation. This differentiation is important for both intervention 
planning and research purposes . 
Therefore , we hypothesize that a biologically based difficulty withform.ing an 
early sensory-a.ffect-lnotor connection and subsequent difficulties with connecting 
affect to complex m.otor patterns to facilitate m.otor planning and sequencing and 
shared social problem. solving is an important contribution to the pattern of 
challenges and symptoms we observe in auti stic spectrum disorders. Children will 
vary , however, in the degree to which thi s fundamental capacity is di srupted and will 
also differ in basic motor , sensory modulati on, visual-spatial , auditory processing, 
and language capacities. Without the capac ity to connect affect or intent to these 
fundamental capacities , especially the initial motor capaci ti es, however, these related 
capacities are unable to develop in an appropriate manner. Applying the DIR model 
to neurodeve lopmental di sorders of re lating and communicating has enabled the 
development of a class ification system that attempts to capture individual subtypes 
based on a full er understandi ng of the developmental pathways that lead to significant 
challenges in re lat ing, communicating, and thinking. These pathways, characterized 
by individual processing differences , include: 
• Auditory Processi ng and Language: the way in which we receive info rmation , 
comprehend it , and express it. 
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• 
• 
• 
Motor Planning and Sequencing: how we act on our ideas or on what we hear and 
see . 
Visual -Spatial Processing: the ability to make sense of and understand what we 
are seemg . 
Sensory Modulation: the ability to modulate or regulate sensation as it is coming 
111. 
Four types of profiles are proposed below to capture the major variations of NDRC,4 
including their functional developmental capacities and their sensory processing 
profiles . In addition, there appears to be another subgroup who are very dyspraxic 
that are later able to use augmented facilitation to communicate. 
TYPE 1: Early Symbolic, with Constrictions 
Children with Type I disorders exhibit constrictions in their capacities for 
shared attention, engagement, initiation of two-way affective communication, and 
shared social problem solving. They have difficulty maintaining a continuous 
flow of affective interactions: before intervention , they can open and close only 
four to ten circles of communication in a row (e.g . circle of communication is a 
back and forth interaction where the infant or child responds to the caregiver's 
gestures or overtures, and visa versa). Often , they also evidence perseveration and 
some degree of self-absorption. At initial evaluation, one sees .islands of memory-
based symbol use, such as labeling pictures or repeating memorized scripts, but 
the child does not display a range of affects and has difficulty integrating symbol 
use with other core developmental capacities and engaging in all processes 
simultaneously. 
TYPE II : Purposeful Problem Solving, With Constrictions 
Children with Type II disorders, when seen initially (often between ages two 
and four), have significant constrictions in the third and fourth core 
developmental capacities: purposeful, two-way presymbolic communication and 
social problem-solving communication . They engage in only intermittent 
interactions at these levels, completing at most two to five circles of 
communication in a row. Other than repeating a few memorized script , they 
exhibit few, if any, islands of true symbolic activity. Many of these children show 
some capacity for engagement, but their engagement has a global, need-oriented 
emotional qua lity . They often evidence a profile of moderate process ing 
dysfunctions in multiple areas. 
Children in thi s group face greater challenges than those in Type I and make 
slower , but consistent, progress. Overcoming each hurdle requires a great deal of 
time and work. Over time, they can learn to engage with real warmth and 
pleasure . They gradually but steadi ly improve their capacities for purposeful 
interaction and shared social problem solving, learning to initiate and susta in a 
4 This diagnosis comes from the Interdisc iplinary Counci l on Developmental and Learning 
Disorder's recent Diagnostic Class ification Manual for Infan ts and Young Children (DMIC) , 
ICDL, 2005. 
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continuous flow of affective interactions. The slow development of thi s 
continuous flow prevents a more robust development of symbolic capacities; 
these also improve but tend to rely on imitation as a basis for language and 
imaginative play. As the children graduall y progress through each new capacity, 
they begin creating ideas and may even reach towards building bridges between 
ideas in circumscribed areas of interest. However, they do not display an age-
appropriate depth and range of affec ts, and their abstract thinking is very limited 
and focused on real-life needs. 
Type Ill: Intermittently Engaged and Purposeful 
Children in this group are very self-absorbed . Their engagement with others is 
extremely intermittent , having an "in and out" quality . They display very limited 
purposeful two-way communication , usually in pursuit of concrete needs or basic 
sensorimotor experiences (e.g., jumping, tickling). They may be able to imitate or 
even initiate some rote problem-solving actions, but at first they usually ev idence 
little or no capacity for shared social problem solving or for a continuous flow of 
affective exchange . 
With affect-based intervention, chi ldren with Type III difficulties can become 
more robustly engaged in pleasurable acti vities, but their capaci ty for a 
continuous flow of affective interactions improves very slowly. They can learn to 
convey simple feelings such as happy , sad and mad , but the " in and out" quality 
of their relatedness constricts the range and depth of affects they can negotiate. 
Over time, they can learn islands of presymbolic purposeful and problem-solving 
behavior. These islands may, at times, also involve the use of words, pictures, 
signs, or two- to three-step actions or gestures to communicate basic needs. 
Receptive understanding of often-used phrases in routines or when coupled with 
visual cues or gestures can become a relative strength. Some children in this 
group will use toys as if they are rea l: they will try to eat pretend foods or feed a 
life-size baby doll , or put their feet into a pretend swimming pool as if they could 
go swimming. They do not usually reach the leve l of truly representing 
themselves using toys or dolls. Multiple severe processing dysfunctions, including 
severe auditory processing and visual-spatial processing difficulties and 
moderate-to-severe motor pl anning problems, impede the continuous flow of 
purposeful communication and problem-solving interactions. Some children in 
this group have severe oral -motor dyspraxia and will not speak more than a few 
words , if they speak at all ; they may, however , learn to use a few signs or to 
communicate usi ng pictures or a favorite toy and develop some computer skills. 
Type IV: Aimless and Unpurposeful 
Chi ldren in thi s group are passive and self-absorbed or acti ve and stimulus 
seek ing; some ex hibit both pattern . They have severe difficulties with shared 
attenti on and engagement unless they are in vo lved in sensorimotor play . T hey 
tend to make very slow progress. Deve lop ing ex pressive language is very 
chall enging. 
With interventi on , children with Ty pe IV difficulties can become warmly 
engaged and intermittently interactive through use of gestures and action games. 
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Through their ability to relate and interact , they can learn to problem so lve. The 
goal is to challenge them to open and close many circles of communication in a 
row so that they can progress as much as possible in their problem-solving ability. 
Some children learn to complete organized sequences of the sort needed to play 
semi-structured games or carry out self-help tasks , such as dressing and brushing 
teeth. They can share with others the pleasure they experience when they can use 
their bodies purposefully, to skate , swim, ride bikes, play ball , and so on; these 
meaningful activities can be used to encourage shared attention, engagement and 
purposeful problem solving . Children in thi s group have the most severe 
challenges in all process ing areas . Many have special challenges in motor 
planning , including oral-motor dyspraxia. As a consequence, their progress is 
very uneven. They have the most difficulty with complex problem-solving 
interactions, expressive language , and motor planning. They may have periods of 
progression and regression. Regressions can occur for unknown reasons . 
Sometimes, regressions appear to occur because the environment is not 
sufficiently tailored to the child's processing profile . Educational approaches need 
to be very meaningful to the child in order to pull these children in . Both visual 
and motor pathways must be found to help the children focus and learn . 
Each of the four Types can also be described more systematically with respect 
to the dimensions below which contribute to their abilities to be regulated , 
purposeful and communicative . 
Sensory Modulation : 
• Tends to be overreactive to sensations, such as sound or touch (e.g., covers 
ears or gets dysregulated with lots of light touch). 
• Tends to crave sensory experience (e.g., actively seeks touch , sound , and 
different movement patterns). 
• Underreactive to sensations (e.g ., requires highly energized vocal or tactile 
support to alert and attend). 
Motor Planning and Sequencing: 
• Relative strength in motor planning and sequencing (e.g., carries out 
many-step action patterns, such as negotiating obstacle courses or building 
complex block designs, etc.). 
• Relative weakness in motor planning and sequencing (e.g., can barely 
carry out simple movements and may tend to simply bang blocks or do 
other one- to two-step action patterns). 
Auditory Memory: 
• Relative strength in auditory memory (remembers or repeats long 
statements or materials from books, TV, records, etc .). 
• Relative weakness in auditory memory (difficulty remembering even 
si mple sounds or words) 
Visual Memory: 
• Relative strength in visual memory (tends to remember what is seen , such 
as book covers, pictures , eventually words, etc.) 
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• Relative weakness in visual memory (difficulty remembering even simple 
pictures or objects). 
A more detailed description can be found in the recent DMIC (ICDL, 2005 ). 
2. I would modify by more clearly defining the lack of body to environmental awareness 
definition. 
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CASE STUDIES 
NOTE from Serena Wieder: PLEASE be sure to read the responses to all the cases 
together as they were written by different people and were roughly edited - so all 
together they may capture the essence of our model and work. Thank you! 
NOTE: All these vignettes are so limited in the descriptions they provide that from a 
DIR® perspective they would not be adequate to respond to the questions asked. 
Nevertheless qualified responses are offered. The theoretical base for all is the same and 
the cases should be read together since they focus on different aspects of the treatment 
model 
Robert 
PLEASE NOTE THAT ALTHOUGH THERE IS AN ATTEMPT TO ADDRESS 
YOUR QUESTIONS IN PARTS, THE RESPONSES NEED TO BE READ 
TOGETHER AS WE DO NOT SEPARATE BEHAVIOR, SOCIAL INTERACTION 
AND COMMUNICATION IN OUR APPROACH AND ALL ARE GOI G ON 
SIMULTANEOUSLY 
1. Given the challenges this child presents , what interventions would you recommend 
implementing for: 
A . his or her behavior , 
This vignette raises more questions than can be answered. These questions and 
answers would provide a context for understanding Robert's behavior and what to do 
about it. We find a little boy engaged in a purposeful albeit isolated activity with 
great intent where he discriminates exactly what he wants and becomes highly 
distressed when intruded upon. We do not know the history of the relationship 
between the intruder and Robert , nor whether this is his first day in this class or his 
third year in this class. He appears to be playing alone though it is not evident why 
he would be left to do this and what are the other children and teachers doing. We 
also don't know about hi s affect in his play, whether he is somber, happily engaged in 
stacking, flitting to and from stacking, or whether his stacking is an activity he 
initiated or assigned to him to complete . We do know that he likes to stack tan cups 
and saucers though he won ' t alternate them. He chooses only a neutral color and he 
discriminates size but can only categorize by two attributes at a time . 
Whether or not Robert knew the person trying to join him is unclear , but either 
way this person made no attempt to capture his attention through hi s voice or looks or 
other gestures to make him aware he was present and interested in what Robert was 
doing. Just because Robert was non-verbal , it does not mean he should have been 
non-verbal and cou ld have used words , voice and tone to both approach and do some 
affect cueing to join him . Robert would not have been so surprised, cou ld have 
objected, and might have felt understood . The person would have been far better off 
offering to help Robert do what he wanted to do first as a way in , e.g., offered him 
another tan cup. Robert 's screaming and f linging communicated hi s protest and 
anger, but then we see hi s determination to stay in control of what he wanted to do 
and he deferred hi s further reactions of stress and pain until he restored the order he 
wanted . There is no indication if any attempt was made to soothe him. 
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Each statement in this vignette can be looked at from the perspective of relative 
strengths and weaknesses. For example, was Robert just being rigid and controlling 
stacking his way or was he at least being purposeful and determined to finish his task. 
Or, was his choice evident of good discrimination or lack of understanding of how 
things go together. Was he hypersensitive to colors or did he not have the ability to 
sequence adequately. Obviously, he was distressed and could not communicate short 
of disorganizing. 
In any case, this vignette reflects the deficits in Robert's functional emotional 
developmental capacities and changing Robert ' s behavior will be a function of 
building these capacities through a comprehensive intervention program. The first 
intervention would be a comprehensive evaluation of Robert ' s individual differences , 
his functional level of early emotional development , and an assessment of his 
capacity for relatedness and the characteristics of, or quality of relatedness of his most 
important caregivers. 
The goals of his intervention would be to develop shared attention and regulation , 
become more engaged in pleasurable ways, open and close multiple circles of 
communication with back and forth gestural communication using pre-verbal affect 
cueing , and move onto long chains of social problem solving with the continuous 
flow of co-regulated affective interactions. Robert ' s daily program would require 
Floortime for eight (20 minute) sessions a day , semistructured and structured 
activities , a basic sensory motor program to treat motor planning and visual spatial 
challenges, play dates and specific therapies (Speech, OT , etc .) in addition to pre-
school. The evaluation would determine the specific components of the program 
which would be modified as he progresses. 
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B. social interaction- or lack of it, and, 
Robert first needs to learn to interact with adults who can read his cues and 
woo him into enjoying a relationship where can communicated more successfully. 
The comprehensive approach described above would help him do this. Since thi s 
child is in pre-school a Floortime program for his classroom that involved both 
professional staff and his parent , or other , most important relationship is 
recommended . Because he is only 4 years old, and clearly not functioning in a 
developmentally appropriate manner for hi s chronological age, the inclusion of 
hi s parent or other important person would help lower hi s leve l of anxiety and 
tension . The mutual co-affect regu lation that goes on in important relationships 
can lessen a child's resistance to interaction , increase the child ' s capacity to orient 
to sensory experience in the environment, help the child feel comfortable 
exploring the environment and take risks inherent in learning, and help the 
professional staff come to learn his growing repertoire of cues. 
The Floortime program would focus on supporting Robert to engage in 
activities that he finds pleasurable , and enjoyable: these activities would be 
chosen by him , and supported by the professional and/or parent. The program 
would begin at the level of shared attention, since the vignette did not suggest that 
he was initiating sharing attention with anyone. For example , the professional 
would coach his parent to become as helpful to Robert as he//she could , picking 
up the objects that he drops, holding the stack that he is making to make it more 
stable, and in a sensory-sensitive manner following hi s lead in the play. The 
professional would suggest to the parent , and model in their own communication 
mostly non-verbal and gestural communication, and would include vocalizations 
that involve high positive affect-signaling different feeling states in the flow of 
the play. As Robert became more interested in his parent 's and/or the 
professional 's attention to hi s activity, they would then attempt to expand the 
activity that he had chosen in small ways . Each time he stacked, they'd try to 
insert their own functioning into Robert ' s plan, helping him in different ways 
every few iterations, until he began to find satisfaction in the mutual engagement 
with his mother or the professional. As they continued to play at the level of 
mutual engagement, with the parent or profess ional acti ng as his helper in the 
play, and following hi s lead, the professional would begin to bring another child 
to the table to play with another adult. In thi s way Robert might have the 
opportunity to watch and imitate the other child at the same time that our play 
relat ionship was deepening. As Robert became comfortab le with others ' presence 
in his play , the profess ional would continue to support hi s parent to play by 
handing him objects that he needed , by read ing his cues , and commenting on hi s 
flow of pl ay, usi ng simple verbal language with some repetiti ve shared scripts 
such as " ready, set .. . . go" or " I ... . 2 .... 3 ... " All of the activities of thi s 
Flo01time program would include many different sensory experiences, including 
play dough, shaving cream , sand , lotion , water play etc. His school program 
should include intensive sensory motor activities and Occupational and Speech 
Therapies on a daily basis. 
2 16 
C. quality of the child's communication. 
In our framework social interaction is communication so that everything 
said until now addresses both. With respect to techniques, Robert will need 
augmentative communication strategies , as well as oral motor treatment. 
Following three months of intensive treatment described above, as assessment for 
auditory training to open this channel could be considered. At school visual 
strategies and songs and for entry into the class, snack time , transitions, various 
activities and leaving would be useful. Everything he does should be in the 
company of a relationship which makes each activity interactive taking into 
account his sensory profile. These interactions would highlight hi s intentions and 
encourage pre-verbal and verbal communication. 
Given the probable significance of Robert ' s motor planning challenges , once 
engaged, he may also need more systematic instruction followed by applied 
Flomtime (e.g., the ABLC- Affect Based Language Curriculum) and other adult 
led interactive activities. It will also be necessary to see how the symbolic door 
opens in order to promote higher level thinking 
2. What aspects of theory guided you towards the interventions you recommended in 
your response to question one, parts A , B , and C? 
"The DIR approach focuses on (D) Developmental capacities-the level of 
emotional social and intellectual functioning ... .It also focuses on biologically-based 
(I) individual differences in the way a young child reacts to and comprehends 
different sensations, such as auditory, visuospatial , or tactile , as well as the way in 
which the child plans , sequences , and executes actions. It also focuses on the (R) 
relationships , including the child/caregiver. ... and other relationship patterns ." 
(Greenspan and Wieder , 2005, pg 7) 
The DIR paradigm attempts to understand behavior in a comprehensive manner , 
within three interrelated contexts: what the child 's developmental profile is, what the 
child ' s individual differences and unique capacities are, and how the child expresses 
his/her capacity for relationships. Any given behav ior will have a meaning 
determined by the individual differences , and partially effecti ve coping strategies that 
Robert has developed to compensate for hi s sensory and motor difficulties that may 
structure hi s social isolation , and hi s limited but obvious communicative intent. 
2 17 
Sarah 
1. Given the challenges this child presents , what interventions would you recommend 
implementing for: 
A. his or her behavior , 
While some may consider behavior separate from developmental capacities, in 
the DIR® model we would first look at her behavior from the perspective of the 
functional emotional capacities in order to understand her challenges in relating 
and communicating and second, address underlying sensory processi ng and 
reactivity difficulties (hypersensitivities) which contribute to her behavioral 
expression. This sequence is important because we not only want to note Sarah 
has hypersensitivities and motor planning difficulties which derail purposeful 
behavior and leave her at the mercy of her environment but why she can't cope 
more adaptively. 
If Sarah were engaged in meaningful activities with an extended flow of back 
and forth co-regulated problem solving interactions her attention would improve , 
her pleasure in a shared activity would be evident, her impulsivity would be 
modulated and she would be better able to relate and communicate. Instead, her 
alarm and panic at the sudden environmental intrusions overwhelm and 
disorganize her nervous system, and even though she appeared to briefly attempt 
to seek some comfort and stability with the teddy bear, she could not turn to an 
adult for help. Furthermore , her language processing difficulties result in huge 
frustration as seen when she asked for something but may not have retrieved the 
correct words for her intent a. Improving regulation, engagement, two way 
communication and problem solving interactions , the first four core funGtional 
emotional developmental capacities in the DIR® model , will change her behavior. 
Even if one could "extinguish" some specific disruptive behavior , the nature of 
the triggers in the environment and weak developmental capacities, would not 
address the underlying neurobiological weakness, which need to be supported. 
Next it would be important to address the multisystem processing challenges 
she evidences. Her hypersensitivities, particularly auditory and visual, trigger 
disorganization and disrupt her attention. While she is an active seeker (even 
craver) of input and shows some curiosity and initi ative in her pursuits, poor 
visual spatial capacities and significant motor planning difficulties make it very 
challenging for her to figure out what to do next with her objects of interest and 
she cannot actually take the next steps to explore an object or locate herself in 
space. Since Sarah 's behavior is not entirely ri sk free , gentle but firm limits to 
contain her frantic discharge coupled with visual strategies can help her calm 
down and reorganize. But the key to he lping Sarah self-regulate and learn at 
home and at school will require long chains of back and forth interac tions which 
will preempt her di sorganization , help he r learn what is safe or not , and ex pand 
her attention , engagement and verbal communication . 
In add ition , a sensory motor and sensory integration treatment and home 
program will help Sarah develop better capacities to regul ate and motor plan her 
body . A strong Occupational Therapy program to address regulation of attention, 
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body awareness, motor planning and sequencing, and visual spatial functi oning . 
A sensory motor diet should be implemented throughout her day and will require 
the provision of deep pressure (proprioception) and probable vestibular 
experiences (swinging), as well as heavy work. She may benefit from a weighted 
or hug vest to provide some of these experiences for her. She may also benefit 
from Physical Therapy, as she is likely to have strength issues, and gross motor 
del ays. 
The acti vities in her cl assroom should be meaningful for her and have a strong 
sensory component , rather than foc usi ng on academic activ ities such as writing 
the alphabet. Her behavior suggests she cannot even organi ze her vision to focus 
on what she is doing or able to seek what she needs systematically. Even though 
she probably has strong visual memory, her exploration appears to be random . 
Nevertheless this is an area of re lati ve strength and she would benefit from a 
visual schedule and communication boards to augment the connection between 
pictures and their meanings, starting with actual photos of activities and moving 
to line drawings (e.g . Board Maker) as possible . Through all her interventions her 
program should utilize DIR® principles, emphas izing the importance of the 
development of mutual attention , engagement , and rec iprocal interaction with 
gestures in all acti vities, rather than rote academic skill s. The focu s should be on 
purposeful meaningful learning where she can reason and communicate . 
Nutritional intervention should also be explored , first by reducing or 
eliminating sugars and caffeine, assessing possible gluten and dairy allerg ies, and 
providing nutrients if her diet is poor. 
B . social interaction - or lack of it , and , 
To address her challenges in social interaction, Sarah should be engaged in 
many hours of Floortime each day, both at home and at school , as well as 
increased interactions all day through various problem solving opportunities and 
"work" which help her participate in real life acti vities. Parent training/coaching 
will be needed to ass ist the parents in providing the home component of the 
Floortime . The goal of the Floortime is to develop mutual attention , engagement , 
and rec iprocal interaction with gestures, through fo llowing the child ' s lead , 
engaging in sensory and motor-based acti vities , with an emphasis on having her 
experience pleasure in interacti on. 
In additi on , Sarah should have at least five play dates a week with indi vidual 
children who are stronger than her and can be coached as peer helpers with 
sufficient adult mediati on to keep her interacti ve. These play elates can be 
orchestrated in school as well as at home. They should be des igned to have fun 
building on the ac ti viti es she enjoys . Other opportunities such as a gy m class and 
music therapy are also suggested as she is likely to respo nd to movement and 
music in appropri ate environments. T his may assis t in the development of soc ial 
interac tion as well as motor pl anning and sequenc ing . 
C. quality of the child 's communicati on? 
Although Sarah is utiliz ing some language , she continues to ev idence 
signi ficant comprehension and retrieval difficulties and appears to engage in 
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delayed echolalia. She does not appear to have the basic good use of gestures , 
and finds much frustration in getting her wants and needs met. She appears to 
have significant motor-planning challenges that will make writing extremely 
difficult at this time although she may be able to use her strengths in visual 
memory to build some literacy and focusing on the comprehension of ideas in 
story books with good pictures read in an interactive manner will be very useful. 
A literacy program may tap into her visual memory and help her begin to learn to 
read and eventually type. At this time Speech Language therapy should focus on 
the development of preverbal gestures, non-verbal communication and 
initiating/maintaining interaction , and comprehension as well as addressing the 
development of spoken language , in the context of meaningful experiences (not 
rote skills) and oral motor treatment. Sarah would also benefit from augmentative 
communication strategies such as Picture Exchange Communication System 
and/or a voice-activated device (depending on her level of symbolic 
understanding). Auditory Integration Training should be considered to try and 
decrease the severity of her hypersensitivity and auditory processing challenges. 
Depending on her ability to use a roller ball, touch screen or a computer mouse, 
Earobics or Fast Forward would also be recommended, but she may not be ready 
for those programs yet. In addition she should have a 24 -hour sleep EEG to rule 
out seizures as possible contribution to language deficits. 
While we have an arsenal of various interventions described above which 
could be employed at some point and we see intervention as a moving target with 
changing priorities , the most important intervention should continue to be 
Floortime and extended problem solving interactions to increase relatedness and 
communication through gestures and affect cueing. Floortime would also provide 
the opportunity to encourage initiative and could enhance symbolic thinking 
through the use of toys, drama, and semi-structured games and activities. 
2. What aspects of theory guided you towards the interventions you recommended in 
your response to question one, parts A, B , and C? 
The DIR® model focuses on the child in three ways: Developmental, Individual 
differences , and Relationship-based components. With respect to the Developmental 
aspect , children are assessed with respect to their Functional Emotional 
Developmental Level. In the case of Sarah , she appears to be functioning at the lower 
end of these stages, and appears to have some capacities at the first three levels in her 
interaction (mutual attention/engagement/and two-way communication) . Thus , a 
major component of her program to address behavior , social interaction, and 
communication would be focused on her progress through these developmental 
stages. The DIR® Model places great emphasis on meeting the child where they are, 
and building from that place, rather than imposing on the child a standard curriculum 
or set of exercises. A child at Sarah' s developmental level should be working on 
developing her ability to relate and communicate rather than on writing the alphabet. 
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The second area of focus is on individual differences. Sarah appears to have very 
serious challenges in auditory processing , language comprehension , verbal 
expression , motor planning and sequencing, and in regulation of movement and 
attention. She appears to be very responsive to stimuli in her environment, both 
visually and auditorily , as she finds so many things di stracting . Thus, we would want 
to first address her challenges in regulation of her body and attention (through 
sensory integration based occupational therapy and direct work in Floortime that 
works toward shared rhythm and timing, play ing at her pace, not overwhelming her 
with language) , while strengthening processing in all areas to strengthen auditory 
processing and language comprehension and Floortime work and 
occupational/physical therapy that address motor-planning and sequencing issues). It 
is also crucial that Sarah have a reliable means of communication with others. To the 
extent that she is unable to use spoken language consistently, we need to provide her 
with alternative means, while continuing to work on non-verbal communication and 
spoken language 
The third area of focus in DIR® is on relationship and affect. The child's primary 
caregivers are a crucial part of the treatment for Sarah. They will need assistance in 
learning how to read her cues to better determine what she is trying to communicate 
so that she isn ' t so frustrated in her efforts, and to engage her in meaningful 
interaction. The family will need support to ensure that all of their interactions with 
her are facilitating her growth and development. It is also very important for all of her 
therapists to be able to do the same. The primary way a child learns is through having 
an emotional connection to what he or she is learning, first through engagement with 
other people. It is through affective experiences that the world and interactions make 
sense (have meaning), that skills are learned and generalized , and that a child 
progresses in emotional and cognitive development. Thus, a main goal in DIR® is to 
provide opportunities for the child to have experiences of shared affect with another 
person, finding the "gleam in the child ' s eye" and encouraging initiation and 
purposeful behavior. Until the child can have meaningful engagement with another 
person, spoken language will be rote and will not be used for real communication, but 
rather as self-stimulation or echolalia (without meaning). Once a child understands 
what communication is , then rotely learned phrases or words give way to real 
ex pressiOn . 
The DIR® Model recognizes the strong biological contribution to the etiology of 
autism and the need for thorough evaluation of the medical/dietary/nutritional issues 
that the child may have. Here her symptom picture is very useful to guide the array of 
of evaluations useful to rule out possible derailing factors. These would include 
evaluation of possible gastro-intestinal issues that may be leading to pain and 
distractibility , of the poss ibility of sub-clinical seizu res that impact language learning , 
of possi ble genetic conditions (such as Rett' s Syndrome), as well as issues of s leep 
that are so common and can affect the child ' s ability to attend and regulate. In the 
DIR® Model , medications are usually used when other interventions are not 
successful , so would not be tried as a first course. 
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Sam 
1. Given the challenges this child presents, what interventions wou ld you recommend 
implementing for: 
Sam has a diagnosis of High Functioning Autism . He is 10 years old . He appears 
to be highly anxious. He has a narrow focus: airplanes. His obsessive overfocus 
interferes with home and school and social interaction. 
The following is a chart that partially summarizes what is known about hi s 
functional emotional capacities from a DIR® perspective. Recommendations to 
address the three areas mentioned above are found below this table. 
Sam 
Age 10 
Health No information given 
Regulatory Sam has difficulty modulating affect. For example he rocks back and 
Pattern forth during stressful times . He also obsessively asks questions at these 
times . When highly frustrated, Sam has difficulty modulating his 
behavior as well. For example he bit a teacher and had a temper tantrum 
in class when math class did not meet at the usual time. He appears 
extremely anxious and can be distressed in many ways by the 
environment, transitions, expectations and not having access to what he 
finds soothing and reassuring. 
Relationship Little information given other than peers shun him . 
Pattern 
Back and OK if in his areas of interest?? It is likely that Sam does not understand 
Forth or pick up on nonverbal signals from others that they don 't want to talk 
about ai rpl anes. He tries to use his relati ve albeit constricted strengths 
to compensate for or avoid more difficult challenges such as gymnastics 
(movement , echoing sounds, visual overload, etc .) and conversations 
about what others might enjoy given hi s constrictions with empathy . 
His anxiety is quite profound and derails using hi s strengths 
consistently. His seeking math , an area of competence where he knows 
what he is doing , appears to be an attempt to se lf soothe and se lf calm . 
Emotiona l Sam is constricted in thi s area . His anxiety is obvious during soc ial 
Thinking times or anticipated social times. At these times Sam ' s obsessive focus 
increases and meltdowns are likely. 
Building No information given though doubtful. 
Bridges 
Sensory o informati on given 
Info Reading comprehension problems. Good achievement in math. Aide 
Processing/ he lps in organi zing . Has problems stay ing organ ized? In what sense? 
Academics Visua l? 
Motor Motor Planning This area is problemat ic both for fine and gross motor 
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Planning activities. Planning and sequencing may be a difficult area for Sam 
because he needs an aide in school 
Family No information given 
Social 
Functioning 
Social Functioning. Sam is not well-liked. He is not chosen for team 
sports. Typically developing peers shun him during social times such as 
lunch and recess. 
Sam 
The author asks for recommendations to address Sam's behavior , his social 
interaction, and the quality of his communication. In addition to these three areas, 
Sam also has challenges in the areas of motor planning/motor functioning and 
information processing/academics. 
A. his or her behavior, 
In DIR terms behavior could be seen as Regulatory Problems which contribute to 
difficulties with the basic six functional developmental capacities. 
Sam has difficulty modulating his affect and behavior. He is anxious . His 
anxiety is obvious during social times or anticipated social times, especially when he 
also has to perform using motor planning abilities such as in gym class. 
Behavioral indications of anxiety include: 
• Increase of obsessive focus when upset (high arousal). 
• Rocking back and forth during stressful times (calming high arousal) . 
• Biting a teacher (high arousal) 
• Temper tantrum (high arousal) in class when his rigid expectations are not 
met. 
Recommendations to address Sam's behavior 
It seems that Sam's acting out is the more a function of his nervous system then 
any intentional misbehavior or manipulation on his part. Therefore, using behavioral 
consequences to modify his behavior is not recommended at this time. Instead, his 
underlying challenges need to be addressed (.eg. , arousal level), as well as his self-
awareness and ability to communicate his concems or distress. 
1. Occupational therapy is recommended for Sam to address his characteristic 
levels of high arousal that are especially obvious at times of high stress. Within 
this therapy goals would include: for Sam to be better at recognizing when his 
arousal is on the rise ; to communicate that; to ask for help or take his own 
measures to decrease arousal. From the perspective of occupational therapy, 
Sam's rocking back and forth (and even biting his teachers) during times of stress 
can be interpreted as his way of coping with increasing arousal levels by giving 
himself some form of deep input/pressure). Occupational therapy can identify 
other maneuvers and strategies for Sam that are less costly to him socially. The 
occupational therapist should be asked to provide suggestions for activities during 
the day that will help the Sam stay calm, focused , and alert. This professional 
might also helps with both fine and gross motor coordination. This in turn could 
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make gym class athletics for tolerable to him and give his peers less cause to shun 
him. Another aspect of his stress may relate to hypersensitivities to sounds 
(echoing in a gym or auditorium) and disorientation visually-spatially in large 
rooms, which will compound his stress. 
2. Floortime based psychotherapy, which encourages symbolic expression 
through play and conversations, is also highly recommended for Sam in this 
regard. This activity will provide Sam a way of communicating his feelings of 
distress, upset, and anxiety. It will also provide Sam a forum within which he can 
develop problem-so lving strategies that he can employ at times of stress and 
potential acting-out. The Floortime approach would be more interactive and 
developmentally based than traditional play therapy and will focus on the 
preverbal levels of gestural communication and affect cueing to help Sam fill in 
the gaps in his developmental capacities. It will also use his natural interests to 
engage and fom1 the depth of relationship needed to help Sam become more self-
reflective and self-regulated in the face of anxiety . Floortime based therapy is 
also designed to support the child 's emotional development so that Sam will 
broaden the range of emotions he can experience and have symbolic ways to 
express more feelings and abstract off of these feelings to empathize with others. 
While behavioral cognitive strategies may be helpful for particular situations, it 
would be difficult for Sam to generalize these strategies to other areas which also 
trigger anxiety without rebuilding the developmental structure he needs. 
Floortime based developmental psychotherapy should be available several 
times a week with a mental health professional who is trained in this approach 
with older children and who also includes the parents in the treatment process. 
Parents would learn to do Floortime on a daily basis at home, as well as 
complementary "Talk time" each night to encourage Sam's communication and 
reflection. They would also use specific strategies such as visualizing the next 
day or the situation which is challenging which would help Sam "see" what was 
coming and how he would act and feel. This "Talk about tomorrow" game 
coupled with the practicing regulation in a safe and tmsting relationship will also 
help Sam. Parents would also meet with the mental health professional regularly 
to discuss progress and how to deal with ongoing challenges. It is very important 
for his parents not to merely attribute Sam ' s behavior to his diagnosis but to 
continuously examine his emotional capacities, design strategies to help him cope, 
and consider the impact he has on his parents, siblings, and others 
3. ln addition to the above strategies which will help Sam fundamentally , more 
immediate steps should be considered to modify Sam's program in situations that 
he is not able to cope with presently and that lead to behavioral and emotional 
breakdown, soc ial embatTassment and be ing disliked. This might include 
modified gym c lasses. In addition , Sam's behavior is also telling us that he is 
presently unable to cope with transitions and schedule changes. Sam's language 
processing difficulties may make verba l instructions difficult for him to cope 
with. Therefore his teachers may wish to use a visual schedule or other means by 
which Sam could understand that the days schedule will be different than his 
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expectations and he can be prepared somewhat in advance. Altemative activities 
should be offered when Sam is overloaded and overwhelmed before he is left to 
panic reactions to convey his distress . 
4. Following or along with the above efforts, Sam may benefit from a 
consultation with the child psychiatrist who is familiar with such children to 
consider possible medication. 
B. social interaction - or lack of it, and, 
Sam's struggles with his ability to stay in a back and forth mutually co-regulated gestural 
or verbal social exchange. Although he can talk for a long period of time there is likely 
little conversation during that time. That is, it is much more likely that Sam is lecturing 
rather than conversing. 
Recommendations to address Sam's social interaction 
I . The key recommendation here is for Sam and his parents to engage in Floortime 
recommended above. If Sam's parents learn the techniques and approaches to Sam 
that will increase the amount of time he stays in back and forth verbal and nonverbal 
communication, his social interaction will increase. A Mental Health professional (or 
any FT professional) should coach parents on techniques designed to pull Sam into 
interactions. In this way Sam will grow accustomed to the feeling of long chains of 
back-and-forth interactions. These interchanges will be pleasurable and therefore 
more likely to be sought out by Sam. 
Sam would also benefit from a program to develop peer relationships through a 
series of activities at school , at home and in his community. At school such measures 
as a "Buddy Program", "Circle of Friends", "Lunch Bunch", "Math Club" and 
"Aviators Club" (where others also interested in this area could build models, create 
displays, fly remote planes, build rockets, etc.) would create small groups for 
mediated interactions with joint interests . Sam could also be asked to help others 
with math or even tutor younger children. He should do assignments in cooperative 
learning groups where he has to interact and do shared problem solving. Drama, 
choir, pragmatic language and social skills groups would all be opportunities for Sam 
to practice. The school should implement an educational program for students and 
families to include all children ("You Can't Say You Can't Play") and employ 
strategies of Carol Gray and others to support social functioning. 
At home parents should implement individual play dates as often as possible but 
no less than four times a week. Other activities such as Boy Scouts, creating a Hiking 
club, and participation in activities Sam might enjoy such as swimming or track 
would also help him find buddies. 
C. quality of the child 's communication? 
The described quality of soc ial interchanges with Sam is somewhat sparse. 
We can assume that si nce his peers do not like him , that Sam is ei ther boring or 
disagreeable or both. It is also obvious that Sam does not understand or pick up 
on nonverbal signals from others that when they are tired of the topic or 
uninterested in the topic . 
Recommendations to improve the quality of Sam's communications 
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The recommendation above for Floortime play therapy applies here as well. 
Once the amount of back-and-forth communication increases, therapy goals 
would include helping Sam recognize the nonverbal indications that the listener is 
bored or upset, or it's time to end the conversation. 
Sam might also benefit from developing or enhancing those activities that are 
less interesting to him but still tolerable to him. These activities might have more 
common interest with peers and can be identified in the various suggestions 
above .. Sam will need additional help from his parents and therapists who 
practice Floortime with him in the following areas: to sequence or look ahead 
several steps to better understand the social consequences of his behaviors; to plan 
activities out in general; and to stay organized. It is likely that Sam has a strong 
ability in the area of rote memory. These children often lack big picture thinking 
and tend to get lost in details. Sam will need specific help from his therapists and 
parents to keep the big picture in mind and to relate details to the big picture. 
This kind of activity might also help with reading comprehension and 
organization . 
2. What aspects of theory guided you towards the interventions you recommended in 
your response to question one, parts A, B, and C? 
Same as described for Sarah and Robert 
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APPENDIX E 
RECORDED INTERVIEW RESPONSES 
Interview with Dr. Smith: 
Stephen Shore: And we're on. So we are onto question number one. 
Dr. Smith: Okay. 
Stephen Shore: And these questions are more personal in nature which relate to your 
involvement, ugh, in this field of helping people with autism. So 
starting with the first question. That is: What got you into this field , 
when did you first become interested in autism, and was there a critical 
event or was this commitment to the field developed over time? 
Dr. Smith: Okay. Well, I would say that there were a couple of critical events, 
uhm, over a period of three or four years that hooked me on this field. 
Uhm, first of all when I was in college, ugh, by about my sophomore 
year, I decided I wanted to major in psychology and go toward a 
degree--graduate degree--in clinical psychology, and so I started to do 
some volunteer work in, uhm, different places, one of which was a 
place called the Fellowship Club which was, uhm, for outpatients from 
the Yale Psychiatric Institute, and so I would go there and help them 
set-up activities and spend time with people there. And through that, 
ugh, I had a lot of contact with an adult with autism who, uhm, was 
very talented in many ways. Ugh, he was-- he could beat the pants off 
of me in checkers, and he liked to play dictionary games with me that I 
couldn't keep up with him at. He seemed to know every word in the 
Oxford English Dictionary. 
Stephen Shore: I am sure he did. [Laughter]. 
Dr. Smith: Ugh, so, so, he was a lot of fun, and a very interesting guy. And then, 
ugh, actually my senior year of college 1 had the chance to work 
individually with him--just going out to breakfast with him and taking 
him around to some community activities, and then that ended up 
being my honors thesis during my senior year--writing a case study of 
my interactions with him and doing some background reading on 
autism. And, ugh, I think what was, ugh, so intriguing to me at that 
point was how he was so talented in many respects, but also had a lot 
of difficulty function ing. He was living in a board and care facil ity, 
where he, you know, had pretty close supervision. He had some jobs 
at times, but he had difficulty holding on to those. Ugh, he really was 
pretty much of a loner, but at the same time he had those skill s where 
he was really as good as anybody. And so I was very intrigued by that 
and very touched by the time I was working with this person. So that 
was one kind of critical experience. 
I still , you know, in my sen ior year I wasn't sure what I wanted to 
do exactly when I went to graduate school. And, ugh , so I 
227 
applied, you know, to a bunch of places like most people do, and 
one of the offers was a chance to work with Ebvar lvar Lovaas 
at U.C.L.A. and so that ended up being the most attractive offer 
to me, and I went off to U .C.L.A. to work with him. And, ugh , 
so that is another critical experience, you know, just lucking out 
to have that opportunity. 
But even then, I was not sure that this is what I wanted to do. Uhm, but I think by my 
second or third year of graduate school, I was definitely sold on it, 
because-- I think for two reasons . One, the kids and adults with autism 
were as interesting as ever, and as, you know, uhm, heartwanning as 
ever, but also, it seemed like we were starting to learn something from 
research about how we might help them and really make a difference 
for them in a way that, ugh , we don't really know how to do with other 
kinds of clinical issues that might arise, you know, that clinical 
psychologists might see in their practices. 
Stephen Shore: 
Dr. Smith: 
Stephen Shore: 
Dr. Smith: 
Stephen Shore: 
Dr. Smith : 
Stephen Shore: 
Dr. Smith: 
Stephen Shore: 
Dr. Smith: 
Right. 
So I think those three things really were what brought me into the 
field. 
All right. So, a little bit of both. 
Yes. 
All right. Thank you. 
Uh-huh. 
Moving on. Tell me about the hallmark events, those experiences you 
recall as most memorable in your work with children, what 
experiences were the most challenging, and what was the most 
rewarding of your journey from your starting point until now? 
Uhm, well , some of the very early experiences were the most 
challenging like this person I mentioned that l met in college, you 
know, not really knowing 
anything about people with autism at that point. Ugh, he would, uhm, 
had these, uhm, verbal routines that he liked to start off with. l never 
really knew how to respond to them . He was like, "Tomorrow we get 
together and go to Manhattan together. " But I didn't know what that 
meant. [Laughter] And I was, like, trying to make sense of that. 
[Laughter] Trying to find a way to respond. So it took me a while 
to understand him and, uhm, how I could answer that. When I started 
to work with younger kids and kids who were del ayed, I think some of 
the most challenging things were, uhm, many of them when you start 
with them no matter what you ask them to do, they protest. 
Uh-huh. 
And to be able to, ugh , understand that, ugh , you know, for them, even 
if they are two years old or three years old, they probably already had 
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Stephen Shore: 
Dr. Smith: 
Stephen Shore: 
Dr. Smith: 
Stephen Shore: 
Dr. Smith: 
Stephen Shore: 
Dr. Smith: 
a kind of negative learning history that makes them want to run away 
from, you know, a psychologist who comes after them. 
Right. 
Ugh, ugh, but that was still very challenging, you know, the first few 
times that happened to work through that and being able to establish a 
teaching relationship with those kids. 
Uhm, I think, you know, what has been rewarding is that even some 
of these very early kids that I have stayed in touch with , even some of 
them now are adults . And recently I got a high school graduation 
photo. And I think what was most rewarding and great to see these 
kids that I knew since they were toddlers and are growing up and 
doing well. 
Yeah, it certainly is . 
Yes. 
Yeah, great to be able to establish that rapport. 
Yeah, and being able to maintain that over time is wonderful. 
Yeah. Neat. Okay. Moving on. 
Uh-huh. 
Stephen Shore: Ugh, are there any parts, big or small, in your original theory--
theoretical orientation to this field that you rejected over the years, 
because of what you learned from your own research or that of others? 
Dr. Smith: Uhm, yeah , I think, uhm-- I don't know if there have been any 
dramatic shifts , but there has certainly been some evolution over 
time. The one that is most obvious to me in my cunent research 
is that we, ugh, in our research outcomes studies on early 
intervention viewed autism as being largely a developmental 
delay that was much like any other developmental delay. And, 
uhm, we've had outcome measures that reflect that, like I.Q. tests 
and things like that, where we're looking for changes in those 
kinds of standardized measures. 
Stephen Shore: 
Dr. Smith: 
Ugh, what we are finding is-- maybe I am a little slow to realize this--
is that some of the kids do show some improvement in l.Q . or may 
have had high I.Q.'s all along, but still have some difficulties 
associated with autism, and I think realizing that we need to pay 
attention more to the aspects of what the kids are doing that is unique 
to autism, ugh, is something that I have realized more and more, 
particu larly in the last few years. 
Hmm. 
Uhm, that really is-- there really are some unique issues having to do 
with , you know, social interactions , and back-and-forth conversations 
and things like that, that, uhm, regardless of their I.Q. scores, you have 
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to be attentive to those and sensitive to those. Uhm, so, and, for 
example, on a very early article in 1989, ugh-- early for me anyway. 
Stephen Shore: Me, too . 
Dr. Smith: [Laughter] Good. - Ivar and I wrote basically that autism was 
a developmental delay. And in a follow-up study that we did in 
1993, we were criticized for not really testing behaviors 
specifically associated with autism. We were kind of dismissive 
of that. Ugh, now I think that people who were criticizing us for 
that were largely right. 
Stephen Shore: Uh-huh. Well, we learn. 
Dr. Smith: Yes. 
Stephen Shore: And things evolve. 
Dr. Smith: Yes. 
Stephen Shore: And I agree with you that it is important to look beyond standardized 
tests , such as the l.Q. test, because people with autism think in 
different ways and perceive the environment differently. 
Dr. Smith: Right, right. So, ugh, but that realization was a little slow in coming 
for me. I think that we smi of knew it all along, but if you look at the 
studies and the measures that we had chosen to see how the kids have 
done, we really were treating it like any other developmental delay, 
and that is something that I think we need to do differently in the 
future. 
Stephen Shore: What are some things that you think are, as you mentioned that are 
different, that you might think would be good to focus on? 
Dr. Smith: Well, I think particularly the quality of the social relationships 
and, uhm, understanding of and responses to social interactions. 
Uhm , I think, uhm, we're finding is that many of the kids 
academically may be doing well , but they still have a tough time, 
ugh, in a regular education class knowing what the expectations 
are, and how to get along with the other kids. And, uhm, 
someone else here, Dr. Tasha Geiger, is wanting to look at the 
children's experiences with the other kids, you know, are they 
prone to being bullied or taken advantage of? And, you know, 
there have been a lot of suggestions that they are at risk for that, 
but no one has really looked at it very carefully. So I think that 
those kinds of things need to be looked at more carefully. 
Stephen Shore: Yeah , l think so, too . There are is all of-- it seems that 
there is a who le set of rules that everybody understands but 
nobody talks about which Brenda Miles refers to as the "hidden 
curriculum." 
Dr. Smith: Yeah . The hidden curriculum. Yeah, and exactly how that 
affects the experiences of people with auti sm as they are growing 
up. Certainly people have talked about it, like Brenda has , and 
other people have, but there ha not been a lot of system ic, uhm, 
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research on how often problems come up like being bullied or 
taken advantage of. 
Stephen Shore: Right. 
Dr. Smith: Ugh, and what are we going to do about that to help kids, you know, 
participate better and avoid those kinds of conflictual situations. 
Stephen Shore: Right. There is a lot of anecdotal stuff out there. Rebecca Heinrich 
wrote a book called "Perfect Targets" which has some of that type of 
data in there and what you can do, but as you said, we need some more 
systemic research. 
Dr. Smith: Yes. 
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We need a lot more systemic research in a lot of things, actually. 
Yes . 
All right. Thanks.Dr. Smith: Sure. 
Number four is, ugh, please tell me about the hallmark findings from 
your research and that of others essential to theoretical basis to your 
theory and practice. 
Uhm, well , I think for my own research what I hope has the most 
implications for field is evidence that early intervention can make a 
significant difference. You know, 1 have been involved in a number of 
the outcome studies that have been done on early intensive behavioral 
intervention, and, you know, there are some limitations in those 
studies, but most of them, and now there are a fair number of them, do 
seem to suggest that we can make a substantial difference in the kids--
that we can help people with autism. So I think it highlights the 
importance of early intervention, which highlights the importance of 
early identification of kids with autism. So. 
All right. Uhm, next one is: Is there something that you leamed from 
your research and experience that has separated you and your work 
from others, perhaps causing you to create a new belief or theory? 
Well, 1 think that for a while, this notion that early intervention was 
important was an unusual one. And along with that, uhm, the basing 
of early intervention on applied behavioral analysis was a 
controversial thing back, you know, around 1990. 
Uh-huh.Dr. Smith: And, uhm, 1 think that the intensive early 
intervention outcome research did separate me and the other people 
who were involved in it from many others in the field , both by 
highlighting early intervention and by suggesting that maybe there was 
something more useful than we thought about ABA . 
Uh-huh . 
So, I would think that would be the main thing. 
Right. Yeah, it is good to see that the people are becoming more 
aware of what ABA is . I think that a lot of people get stuck on the 
discrete trial training component, you might say of ABA, where in 
fact, there is many vari ance in verbal behavior, etc ., and really the key 
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word of "analysis," I think, is a really important contribution and the 
idea of A-B-C--
Dr. Smith: Right. 
Stephen Shore: -- which is really applicable no matter what methodology you are using, 
whether it is a cognitive, developmental or whether it is Miller or 
Floortime or Greenspan, you have to really analyze where is this 
behavior coming from , and what is at the other end of the 
Dr. Smith: 
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consequence. 
Yeah, and I think that is, uhm, potentially an area where ABA folks 
could do a little bit more. As you say, the analytic tools that come out 
of ABA are potentially applicable to all sorts of interventions. And, 
you know, people say that, ugh, you know, there may not be as much 
done as there could be to actually put that into practice. 
Yeah. I think you are right. [Laughter]. 
So. 
Yeah. Okay. Number six. Ifyou were to consult or do a workshop 
with persons using your approach, what are the two or three things that 
are essential for others to learn about your work? 
Well, 1 think, uhm, in a workshop what would be important to get 
across are some of those basic principles of ABA like the A-B-C 
model, the antecedent behavior consequence model, and how that 
applies to teaching new skills, and to, uhm, you know, helping 
individuals deal with, you know, challenging behaviors. 1 think, also, 
too, as you were saying, give a sense of the wide range of potential 
approaches that can emerge within that general framework, so that it 
not just, ABA is discrete trial training or behavior management or 
toilet training, but it is all of those things, and there are a whole bunch 
of different ways to go about teaching skills, and, ugh, you know, 
some of them are more structured and some of them more open-ended, 
you know, where people talk about them being more natural or 
whatever the word is. 
Uh-huh. 
Those are ABA approaches, too. So getting across that 
sort of general framework in which things are analyzed, 
and then what are the possibilities that come out of that. 
I think that the third point, ugh , is to try to get a sense of different 
models of how ABA is delivered so if you are talking about little 
kids, then maybe early intensive behavioral intervention makes 
sense, but ifyou are talking about older individuals, so, then , 
there mi ght be different models out there from , you know, 
inclusion placements to special ized ABA classes to more focused 
interventions that might just focus on social skills--uhm, you 
know, communication or, uhm, more specific area like that. 
Stephen Shore: Uh-huh. 
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So, uhm, again, to get across the basic principles, you know, the 
underlying methodology in ABA to be given a sense of the range of 
things that you could do within ABA and then some intervention 
packages or programs, if you will , that would be applicable to different 
kinds of individuals. 
All right. Yeah, that makes a lot of sense. 
Okay. 
All right. Well , we will do a five-minute analysis and change the tape. 
So we will get a five-minute break or so. [Break Taken] 
Okay. Continue. Next question: What criteria do you consider to be 
most valid in measuring the progress of students? Please tell me about 
your use of standardized instruments and nonstandardized 
instruments. 
Dr. Smith: Okay. Well, I think there are a couple of different purposes for 
measurement, and depending upon what purpose I have in mind, I will 
use different procedures. Uhm, there are--in tem1s of evaluating how a 
student is doing in an ABA program, we want to know a couple of 
things. One very specific thing is whether the student is learning 
exactly what you are teaching them, and for that, ugh, I would tend to 
use nonstandardized instruments, and just be recording the student's 
success in a particular instructional program and looking over time 
whether there is an improvement in how the student is doing. 
But then there is also a larger question, which is whether, in the 
grand scheme of things, whether all of these skills that you are 
teaching add up to make a difference in the student's life, and for 
that 1 think standardized tests are helpful. 
You know, those would be things that you would give once a 
year or so, but they would tell you over that year with everything 
that you have been working on, you know, is there some 
evidence that student is gaining ground on his or her peers in 
areas that you have been working on. So, l think for specific 
assessments of particular skills, just taking data on the student's 
correct respond ing is what you are doing, and if we're looking at 
the overall picture, standardized tests come in handy. Not the 
only thing certainly, but certainly one way of taking a step back 
and seeing, you know, does this amount to anything, all of this 
work we have been doing? 
Stephen Shore: Uh-huh. And what is some of the standardized tests that you prefer, 
are your favorites? 
Dr. Smith: We still , uhm, following up from my earlier comments , we still 
use I.Q. tests and adaptive behavior tests , especially the Vineland 
Adaptive Behavior Scales. What we are doing in our current 
research project is looking at repeating some of the diagnostic 
measures so that we are looking at the Autism Diagnostic 
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Observation Schedule, and Interview, to see ifwe can see 
changes on those . You know, it might be useful to have more, 
uhm, sort of and in between. Those are very global measures 
that--
Stephen Shore: Right. 
Dr. Smith: -- that really might be difficult to show changes on, so 
something in between looking at a very specific skill and looking 
at something globally might be nice to have, but we are not sure 
what that would be at this point. 
Stephen Shore: Uh-huh. 
Dr. Smith: So, but those are the measures that we are using primarily to 
see, you know, from year-to-year is there some gain in the 
students that we are working with . 
Stephen Shore: All right. Thanks. What do you see as the unique 
strengths of your methodology? 
Dr. Smith: Well, I think, uhm, it really is the case that ABA folks brought a 
degree of rigor in assessment and evaluation that hadn't been in the 
field before, and I think that's important regardless of the 
[intervention] approach. It's this particular strength for ABA that 
helps keep us on track, we hope, because we are always evaluating not 
only for research, but every time we work with a student clinically, 
you know, to see whether we are actually teaching what we are trying 
to teach, and, ugh , whether we are meeting our overall goals and those 
kinds of things. So, that focus on assessment and relevant procedures 
that are practical for doing that, I think, are particular strengths of 
ABA. 
Uhm, you know, I also think that some of the specific procedures 
that have come out of ABA are, uhm, unique strengths. You 
know, for helping individuals with autism manage challenging 
behavior, I think, methodologies for doing a functional 
assessment or a functional analysis, and planning an intervention 
based on that information, uhm, you know, is a unique 
contribution of ABA to not only persons with autism, but--
Stephen Shore: Yeah , it is a very important contribution. 
Dr. Smith : Yeah. And I think, uhm, discrete trial training is another example, 
although it is not for everybody-- not for all individuals with autism--
and it shouldn't be a whole intervention program. There are many 
other intervention techniques that should be used, but I still something 
that is unique to ABA, and I think that is particularly useful especially 
for kids who are just starting out and coming in without many 
learning-readiness skills, you know, kids who are not responsive to 
any directions from adults, kids who don't imitate, kids who don't talk 
or understand speech. You have to start somewhere. 
Stephen Shore: Yes, you do. 
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Discrete trial training is useful intervention for that, for those kids I 
think. You know, otherABA interventions like more naturalistic 
approaches andincidental teaching are also useful, maybe not so 
clearly unique to ABA. They resemble other things that other people 
might do. 
Uh-huh. 
Uhm, so-- but things that are clearly distinctive, I think, and useful 
besides this assessment methodology, I think, are things like the 
functional analysis and intervention and some of the more structured 
approaches like discrete trial training. 
Right. Good. Thanks. 
Uh-huh. 
Ugh, what do you see about your method that differentiates it from the 
others? 
Dr. Smith: Well, I think simi lar to what I said, there are some ABA 
interventions that actually don ' t-- it is hard to tell if you walk 
into a classroom or treatment setting, it is hard to tell whether it 
is ABA or not, like following a visual schedule. For example, is 
that an ABA intervention or TEACCH? It is hard to tell if you 
are just walking into the classroom without any background on, 
you know, how the interventions were set-up. Ugh, but I do 
think that the, if you do walk into a classroom and see these huge 
data books, you know you are in an ABA classroom. 
Stephen Shore: Right. 
Dr. Smith: I think that if you see discrete trial training, then you know that 
you are in an ABA setting. 
Stephen Shore: Uh-huh. 
Dr. Smith: If you see, you know, real careful data collection around, you 
know, for functional analysis, again, you know you are in an 
ABA setting. 
Stephen Shore: All right. Thanks . Moving along, in your opinion, 
where does the greatest gap exist in research which have filled or 
might prove to benefit the greatest number of children on the 
autism spectrum? 
Dr. Smith: I think that in the last eight years or so, there has been a big 
upsurge in research on etiology and genetics and neuroimaging 
and just on the characteristics of what autism is or what autism 
spectrum di sorders are. Where things have lagged is treatment 
research , l think here is an awful lot that we don't know, and 
there hasn't been a treatment study comparing different 
identifiab le treatment models since the early 70's . So we don't 
know anything about how ABA might compare to DIR or 
something like that. 
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We can guess based on, you know, what research is out there 
and what we think clinically, but we don't have any direct 
evidence on that point. You know, there are a whole bunch of 
interventions that are not studied at all. You know, DIR is in that 
category. You know, there are a whole bunch of popular 
interventions that are basically not studied like sensory 
integration and a lot of forms of speech and language therapy. 
So, you know, even the most basic questions we don't really have 
very good answers to, uhm, and I think treatment research is 
something that we urgently need to try to figure out what are the 
best approaches for individuals with autism and also how we 
might match a particular individual with autism to an appropriate 
intervention. 
Stephen Shore: Yeah, you basically just described what my dissertation was going to 
be, develop an assessment tool that could be, uhm, I saw it or see it as 
a questionnaire given to parents, and then the results get processed and 
then we might be able to say, well , this child then could use these 
aspects of applied behavioral analysis . 
Dr. Smith: Yes. 
Stephen Shore: This child over here might benefit from some work with the 
Miller method, and this one over here might need some TEACH 
work. And by the way, this is probably valid for three-to-six 
months, and we have to do it again. 
But then as I started to think about it, I sta1ted to think, well , how 
do we know the questions of this assessment tool ask what we 
think they are asking, are they valid and reliable. And so we 
have to step back and validate the instrument, and that is a 
lifetime of work. Well, you have to step back to the beginning 
stages of gathering qualitative information. 
Dr. Smith: Uh-huh. 
Stephen Shore: So that me or somebody else can take this and start working towards 
the goal that you were just talking about. 
Dr. Smith: Yeah. A-- and 1 think, yeah, that is critical, because we really, you 
know, are at a very limited stage of knowledge on that. I guess I 
would add, also, that as we increase our understanding of the autism 
spectrum, and uhm, know that there are many individuals who are 
doing, functioning very well in many respects but still on the 
spectrum, that poses a couple of challenges for us. One is, you know, 
these are individuals who have many strengths that we certainly want 
to keep. 
Stephen Shore: Right. 
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And yet they might sti ll have some needs that we would want to 
identify interventions for. Uhm, there has been very little done really 
for any intervention approaches for those individuals. 
Oh, yeah . I see that almost daily. 
Yeah. 
Where there are people at the high functioning or aspect level where 
only a few hours of intervention a week, for more organization more 
than anything else are not living independently or living to their 
potential. As I told Congress when I testified for them, uhm, with these 
people, you have to talk dollars and cents, and so why not contribute a 
few thousand or even $10,000 worth of intervention a year for 
someone so that they can work a $80,000 or I 00,000 a year job and 
end up paying more back in taxes than what gets spent. 
Right. 
Along with other contributions to society of course. 
Right. And as it stands now, just to follow up on the policy point, I 
think those individuals fall within the cracks of the developmental 
disability system and the mental health system where both systems 
disown them, and say, you know, we can't help them or they don't 
qualify for our services or something. And I think that if we had more 
that we cou ld identify as effective interventions, you know, then that 
would certainly help with that problem. We could be more specific 
about policy recommendations that we could make. 
Right. 
Now we just know that there is a need--
Uh-huh. 
-- that is not being met, and that potentially, we are wasting a lot of 
potential by not providing the supp011 that many of these individuals 
could use . We really need on top of that to be able to say we can do 
X-Y-Z and this would really, would really make a difference in their 
lives. 
Yeah , boy, do we ever. 
So. 
Thanks. Okay. Number 11: Looking at our culture's acceptance of 
children on the auti sm spectrum, what changes have you seen from the 
time when you have started until the present, what do you see in the 
future for children on the autism spectrum in this society, what 
changes in public policy wou ld be most useful to enriching the lives of 
children with autism and provide the greatest benefits to their families? 
We ll , I think starting with the past, you know, when I started the idea 
of including students with autism in regular education was a 
controversial one. We had great difficulty in our first , uhm, outcome 
stud ies doing that, and we actually wrote that we concealed their 
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diagnostic history from the schools, because otherwise, we couldn't get 
them included in regular education. 
Uh-huh. 
So this is, you know, going back to the 80's, now. I 
think that in the 90's, there was a movement toward 
inclusion, and it is accepted now in many places that 
individuals with autism, individuals with other 
diagnoses for that matter, too, should have an 
opportunity, at least, to participate in regular education 
and regular community settings. So I think that is, that 
is an important change and a good one, you know, that 
kids really were being segregated even after some of 
the first Special Education Laws came into being and 
services started to become available. 
I think, ugh, it is still difficult to get the kind of services 
that the kids need. At this point, as I said earlier, we 
have pretty good evidence for early intervention, but 
depending upon where you are in the country, you may 
or may not have access to it. 
Right. 
So some places you do, and some places it is very difficult to come by. 
Uhm, for continuation into schools, again, it is quite variable and not--
uhm, probably even more variable than even early intervention. As I 
was just mentioning, for individuals who are high functioning who 
may not need the kind of 24-hour support that some of the other kids 
would need but who would benefit from more specialized intervention, 
sort of more focused interventions, we really don't know very much, 
and we have very little set-up to help them. So that would be another 
area where we really need to get things together. 
I think also, uhm, once kids leave school and enter the adult service 
systems, uhm, regardless of what their history has been and what 
services have been available to them up to that point, there is a real 
falling off at that point. So I think that in terms of current needs, there 
really does need to be a consistent commitment I think to helping 
individuals with autism throughout the life span, and to make that 
available, you know, regardless of where they happen to live. 
But, right now, it is very spotty. 
Yeah. It certainly is. 
So. 
All right. I have another question which is more out of curiosity than 
anything else. Trick question. 
All right. 
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So you spent your whole life building a career on helping children and 
adults on the autism spectrum. 
Uh-huh. 
Let us suppose that, ugh, tomorrow JAMA comes out with an article 
that says, we found that autism etiology is based on a disruption in the 
endocrine system. 
Uh-huh. 
And by, uhm, putting certain eyedrops into babies when they are bom, 
ugh, we are able to eliminate any possibility of autism ever occurring. 
Uh-huh. 
What would you do? 
Well , I would certainly pay attention to that. [Laughter] Uhm, 1 
would, ugh, work, I think with-- we have somemedical folks here, I 
think we'd see if we could set up something and try to replicate that 
finding. Uhm, and, uhm, you know, I am not in it to promote any 
particular intervention. I am more interested in helping individuals 
with autism. Uhm, I think-- I guess your question raises a larger issue 
ifwe could eliminate autism, would that be a good thing? 
Yeah, it does . 
I would say that if you could take the easier question first, if you could 
treat autism with eyedrops instead of 40 hours a week of behavioral 
intervention, I would certainly view that as an improvement and be 
willing to check it out and still feel good about what we have done 
before, because, uhm, you know, a lot of the methodologies we have 
been talking about, although they were developed for individuals with 
autism, really are potentially useful for kids with other developmental 
delays or other behavioral challenges. So I would not feel like it has 
all been in vain, and I would be happy to find an easier way to do it. 
But that larger question of would it be useful to, uhm, --would it be a 
good thing to get rid of autism altogether, ugh, I don't actually know 
the answer to that. Uhm, Ivar likes to tell a story about salmon fishing, 
and he talks about salmon coming up the river at different times, and 
salmon that come up in September, October, November, and those are 
the ones in the average range . And then there are ones that come in 
December and January, and those are maybe the outliers, but--
[Laughter] But, uhm, but they are potentially va luable and needed 
for Salmon. And even more so for people--you need different kinds of 
personalities to, ugh--
Right. 
-- to, ugh , make, to make the world go around. And there is something 
valuable about, ugh, having people, uhm, you know, with a different 
sort of personality. You know, we don't want everybody to be the 
same. Ugh, and, ugh, so-- you know, like there are those December 
and January salmon, you don't want to get rid of those. 
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We need those, too. [Laughter]. 
You just want to make sure they survive. And the same I think with 
people with autism. I mean, it is, you know, there is something 
valuab le I think about having people who, ugh, uhm, look at the world 
the way they do. It is just important that we make it possible for them 
to, you know, be happy and, you know, and survive public schools and 
all of that. 
Exactly. 
So that-- that would be a tough question with the eyedrops. I think it 
wou ld be a shame to get rid of, you know, that who le spectrum of 
aut ism. 
Uh-huh. 
Ugh-- yeah . And, but it would be so much 
easier than the 40 hours a week of treatment, and it would be hard to 
know exactly how to proceed in that situation. 
Yeah, it would. All kinds of ethical issues. 
Yeah. 
I think you pretty much hit it right on the head . We need people with 
autism, but we also need to find ways to ameliorate more of the 
debilitating effects of autism be it behavioral , be it social, be it 
biomedical. 
Uh-huh. 
So that people with autism can function. 
Uh-huh. 
And contribute to society. 
Yeah. Yeah, it is, uhm, you know, I think that as we understand the 
spectrum better, it is becoming more and more evident that there 
already have been many contributions from people who may have 
been on the spectrum. 
Right. 
And it would be a loss to take that away. 
Yeah. Yeah, half of our meat process ing plants for one. 
Yeah. And many, ugh , other, you know, technological and scientific 
advances. 
Right. 
Arguably, come from, you know, the groups of 
indiv iduals who are, you know, on the spectrum. So, 
ugh, it is-- that's a di fficult one. And 1 think in general, 
you know, you can look at other things that, you know, 
that we who work at medical centers are inclined to call 
illnesses like mood disorders or schizophren ia and have 
to say the same thing. On one hand, there is a very 
debilitating aspect to these problems, but on the other 
hand , you wou ldn't want to get rid of these individ ual s 
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either, because they make, you know, what makes for a 
heterogeneous, creative society. 
Right. 
And we need different kinds of people to do that. 
Yeah, we certainly do . 
So. 
All right. Thanks. 
Sure. 
Is there anything else that you would like to add? 
No, I think that is-- that's it. 
All right. Well , if you think of anything else, certainly feel free to 
contact me. [End of interview] 
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Interview with Dr. Mesibov: 
Stephen Shore: And there we go. Today we are going to, ugh, go over some questions 
relating to what brought you into this field of working with children on 
the autism spectrum. We'll take a look at some of the challenges you 
faced and some key events, uhm, in your life that brought you to 
where you are, and also, looking at some of the, uhm, things that you 
believe are most important for people to understand about working 
with children with autism, and with , uhm, teaching other people and 
instructing other people to work with children on the autism spectrum. 
So do you have any questions before the fun begins? 
Dr. Mesibov: No. I am ready for the fun to begin. 
Stephen Shore: All right. Well, the first question concerns about you getting into this 
field. I am curious as to what got you into this field , when did you 
first become interested in autism, and if there was a critical event or 
was this interest a result of or commitment to this field , did it develop 
over time? 
Dr. Mesibov: Uhm, probably there were critical events, but also events that evolved 
over time. 
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Okay. So--
So I certainly know of one. So I think that the first time I ever heard 
about autism or knew about autism, kind of a combination of events 
when I was an undergraduate. Uhm, so as an undergraduate at 
Stanford University, and I was interested in children and I was 
interested in clinical psych, and that was from pretty early on from 
high school. And I, uhm, got my, ugh, tuition and room and board 
paid and plus a stipend at Stanford for taking care of a guy who had 
had polio and who was a graduate student in physics. And he was 
mostly paralyzed, although he could open and close his hand with a 
brace device that he had hooked up with his foot. 
Hmm. 
He had won a NFS Fellowship, graduate fellowship , competitively-- I 
mean, nothing to do with his handicap. And, uhm, he had been, uhm--
but most graduate schools decided that he was , ugh , too handicapped 
to benefit from a graduate education. The University of Illinois was 
sort of his hope, since that had been the place where a lot of physically 
handicapped people went. But then he was rejected from Illinois and 
then applied to Stanford, and 1 don't know why, but they were quite 
interested in him and willing to pay for any extra needs that he had . 
And he had the fellowship for his tuition. So that was how I got into 
it. 
One of the things that 1 had to do was to drive him around. He had 
a motorized vehicle . He had designed his own motori zed wheelchair, 
so he could get around campus, but he couldn't get around town. So I 
would take him to the physics graduate student parties and things. 
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And two of the faculty had kids with autism, so that was kind of first 
time I saw children with autism. Interestingly enough, uhm, they both 
subsequently won Nobel prizes-- not the kids, but the professors. 
Uh-huh. 
So anyway, I would see them, you know, autism really was not very 
well known then-- we're talking the 1960's is when I went to school--
but it was a kind of magical mysterious idea, and here I got to see 
them . So that was pretty neat. Then I was a psychology major and 
was taking a graduate-- advanced undergraduate seminar with AI 
Bandura, and he was really one of the first clinical psychologists who 
was part of the movement to move away from psychoanalytic theory 
to more what he would describe as cognitive social learning 
approaches to thinking about clinical psychology. And we had to, you 
know, for our senior seminar had to write a paper on that concept. 
And so, you know, when I talked to him about my interest and 
stuff, he said, well, autism is perfect, because-- it really was the time 
that it was just starting to transform, probably mostly because of 
Lovaas was at least the most public doing some of the behavior stuff, 
although a lot of his was focused on punishment way back then. But it 
was still the idea of the emotional disorder and the mother causing it. 
So anyway it was those two sequence of events that kind of got autism 
in my mind. 
Hmm . 
Then I went to graduate school and remained interested and got a little 
distracted when I worked in the Pacific for 3 years in Micronesia, it 
was called Micronesia then. And I then I went to graduate school and 
finished a Ph.D. in psychology. Back then when you went to school , if 
you were interested in child clinical psychology, there was nothing for 
you. There was one program for you at the University of Denver, and 
I was not really interested in that, because it was pretty 
psychodynamic. But then most of the clinical programs were adults. If 
you dealt with kids at all , and you got some, it was usually emotional 
disabilities. There was no training in of developmental disabilities. 
So, uhm, but, you know, people were working with children, and they 
were working with developmental disabilities. I figured my time 
would come. So I got my Ph .D. there and then decided to do a post-
doc in developmental disabilities. 
North Carolina was one of the two places in the country that 
offered that. The other was the University of Colorado Health 
Sciences Center. Uhm, anyway, 1 guess I got accepted here first and; 1 
liked the people, and they were nice. And I liked the idea of coming to 
this area and thi s uni versity, so 1 was here and did a post-doc. That is 
when I got my first formal training, because Eric Schopler was just--
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the TEACH program had been a research program, and in 1972, it was 
just getting the funding to become a statewide program. 
Hmm. 
And, uhm, and I came here in '74, so the timing was good. And 
TEACCH was one of the places I worked, uhm, during my 
postdoctoral rotation, uhm, but it wasn't my first job. 
My first job was actually the place where I was doing the post-doc 
which was at one of those places they called UAFs, there still some of 
them, but not nearly as big, or at least in my opinion as good and 
strong. These were estab li shed by legislation right before Kennedy 
died. 
What does UAF stand for? 
University Affiliated Facility. 
Oh, okay. 
And the idea was-- they were developed with Federal money to train 
leaders at the highest level. So they really were for advanced graduate 
students and post-docs and advanced students and they were 
interdisciplinary. North Carolina had one, and that is where 1 was . 
And as part of the North Carolina program, you also worked with 
TEACCH and other developmental disabilities. This was pretty much 
a mecca for developmental disabilities back then. Still is , but back 
then, you know, you could work with every kind of disability here in 
North Carolina and that was not true of any other place. 
So, uhm, so I worked in the UAF, and then got hired by them as a 
psychologist. And so l did that, and I worked, uhm, you know, I went 
to Eric's TEACCH research meetings, because I had met him when I 
was recruited and liked him and was really interested in his work. 
But, uhm, I liked the idea of working with a lot of different kinds 
of disabilities and with adults with mental retardation and helped to 
start one of the first group homes in really the country, and in North 
Carolina. My real interest was kids with attention and problems and 
leaming disabilities which was kind of new back then , teenagers and 
adolescents . And after l had done that for three or four years , Eric's 
TEACCH kids started to grow up, as probably you know from the 
literature. Nobody thought they were going to die, but nobody thought 
they were going to grow up either. It was even called infantile autism. 
Yeah. We eventually grow up . 
Right. And kids started to grow up. And the program, TEACCH was 
not comfortab le with that, because nobody was trained to work with 
older students. I had been pretty close to the program and gone to 
their research meetings, and, of course, my expertise-- although I 
didn't think of it that way-- was with adolescents and adults , because 
that is who I was working with. And 1 knew a fair amount about 
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autism, and some of the first clients in our group homes were people 
with autism. 
Hmm. 
So I maintained that contact with TEACCH. Uhm, I remember when 1 
came and Eric was trying to persuade me that this was a really good 
field to work in, he said, you know, the thing about working with 
autism is there are so few people with autism, so you can really focus 
on it and really do a really, really good job. So now, sometimes when 
you get 1,000 referrals in a minute, and--
Hmm-hmm. 
-- And feel totally overwhelmed by the number, I wi ll go into his 
office and say, "Eric, tell me how few people there is , and-- tell me 
that story again." 
Anyways, so that is how I got into it. Certainly the big events were 
Bandura and seeing those children with autism at Stanford, and then 
my contact and knowing Eric, and his interest in the program 
expansiOn. 
That probably is what got me in the field . 
All right. Thanks. Looking at number two, looking at hallmark events 
in your life, uhm, I am looking for those experiences that you recall as 
most memorable in your work with children. What experiences were 
most challenging, and what was most rewarding of your joumey from 
your starting point until now? 
Uhm, I mean that is pretty hard to answer in a reasonable amount of 
time. Obviously, I have been in the field for 30 years , so there is 
something--
! guess just that--
-- that just clicks. I think that the thing, the clinical thing that I always 
like to do. I always liked the idea of social ski lls training. 
Uh-huh. 
So that is probably the clinical thing that has been the most fun for me, 
just because I, uhm, I just find it so fascinating. I find it so subtle. 
What are some of the differences, uhm, between people with autism 
spectrum disorders and neurotypical people, and how those manifest 
themselves, and what that means about social skills . And, uhm, you 
know, it is just a really fun way to engage with people with autism, 
because part of teaching them social skills is teaching them to enjoy 
being with other people and their contact with other people. So, you 
know, l think that if I think of my clinical experiences, you know, 
that's probably been the highlight. The times when that has really 
worked and you're with a group of people with autism and doing 
something that they probably haven't done before and wouldn't have 
done before, and finding that really enhances and enriches their lives. 
l mean, that is probably the most fun and the most satisfying. 
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Is there any particular one or a situation or example that comes to 
mind? 
We started doing these trips that we did for about 15 years to a place 
called camp Dogwood which is a camp started by the Lion's Club for 
people with visual impaim1ents. One of our staff members had 
worked there, and they usually let other groups in, but they would let 
us in. And they had horses there, and a beautiful facility which is right 
on Lake Nom1an in North Carolina. Beautiful, beautiful view of the 
lake. They had horses and, uhm, boats and playing fields and, uhm, 
you could sleep out, and they had really nice cabins . So that was 
probably, you know, we would take a group, uhm, I think the ·first 
group we took was about five people and wound up in later years with 
about 30 or 40. And then we would integrate with other groups in the 
state, so people would meet each other, and we would have dances and 
talent shows and use the facilities. And this is probably the most 
memorable . I mean, we stopped doing it about ten years ago, and 
people still talk about it. 
That is really neat. 
That was a real nice thing to do, and a great way to train students, 
because then they would really live with people with autism for two to 
three days when they were beginning their rotations. So I remember 
that. I mean, I certainly remember certain families that you work with 
over the years, and, uhm, watching their children grow and, uhm, you 
know, and seeing the family grow and develop. Those relationships 
are certainly very, very memorable. 
And then students, I mean, I basically am very interested in autism 
and very interested in developmental disabilities, but I think at heart, I 
am a teacher. And, uhm, you know, that is what I did in the Peace 
Corps?? Xxxxxxxx?, and that is the thing that ties those two parts of 
my life is teaching Micronesian kids who were, uhm, being trained to 
hopefully take off over democratic countries, which many of them did 
eventually. 
And, you know, we have had the opportunity of, uhm, training 
some wonderful leaders in the field here . And so, uhm, you know, just 
the opportunity to work with people like Cathy Lord and Sally 
Ozanoff. 
Those are great opportunities. 
Yeah. And watch them, you know, come in in and they are more 
smarter than you are and more talented than you are the first day they 
are. And then you watch them grow and develop is pretty exc iting, 
too . So those are probably for me the three most memorable. 
Working with certain families and growing with the families and 
watching them grow and their kids grow and some of the social 
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experience with the clients, and some of the wonderful students I have 
trained. 
Is there any particular experience that you might have had with a 
particular client--
Uhm--
-- that you would like to talk about, of course, without naming names, 
keeping confidentiality? 
Two of the clients I worked with in North Carolina, l remember are 
among the original clients. Two of the clients, uhm, I think that are 
the most memorable-- I can't think of one experience-- but when I first 
came here as the post-doc, uhm, when I was doing my training in 
developmental disabilities, I had to spend half of my time in, ugh, I 
had a fellowship . In order to get paid, I had to do work in a clinic at 
the UAF and then had to work two days a week at the Mental 
Retardation Institution. Uhm, and, when they developed the idea of 
group homes the first plan was to take people from the institutions. It 
was really part of a deinstitutionalization program. So there really 
wasn't separate funding . The idea was you pull the people out of the 
institution and bring their funding with them to community-based 
group homes. 
Well , the group homes when they started were designed for people 
with mental retardation, and some of the people were pretty severely 
handicapped. And it was difficult for some of the managers-- you 
know, these were kids just out of college-- to be able to have to deal 
with people who had so little language. And so my idea and 
suggestions were to bring in people with autism. And the first two 
clients the group home accepted, who I met while I was working at the 
institution, were in their 20's at that point, uhm, and had been in the 
institution, one of them since she was four years old and the other 
since he was about 14 or 15. 
So the group home board agreed with my suggestion, and, of 
course, having language in their case brought certain problems that 
they had not anticipated, but it was really good for the group home, 
because it was different kinds of problems. And the balance was 
really good and manageable. So I remember them, because they have 
been here working with me for 30 years. They have been in the 
community, and l kind of remember when they were in the back ward 
of the institution. 
Uh-huh . That is neat. 
Yeah . And then there is one guy-- and he loves to tell people this story 
anyway-- but he is one of the first clients that I worked with at the 
UAF. He was diagnosed with autism when he was four, and he is now 
also living in the community and works on a mobile crew, cleans 
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houses, so I knew him-- so I always tell him that I knew him for 15 
years when he destroyed houses and now he cleans them. So that--
That is neat. 
So that had been a neat progression. So those are the ones that I 
remember, the ones that I have known for a long time. And then, you 
know, the most amazing thing to me-- I once said this at a conference 
when one of them was there, and he called me on it after. But it is 
amazing, you know, 20 years ago to have been working with some of 
these guys in the social ski lis groups and stuff, 15 years ago, when 
they were 13 and 14 and you were just trying to keep them out of 
institutions, and a li ve, and in the community. And then all of a sudden 
ten years later, they are going to work everyday. Uhm, and I think I 
said something in the conference about one of them, because when we 
started on a mobile crew cleaning houses, it was hard to get people to 
let them in and clean . So one of the original houses they cleaned was 
mine. I said something at the conference, and, uhm, about, you know, 
1 never thought that by the time they were 25, I would let them in the 
house, and not only that, but now they actually clean it. 
So one of them came up to me after, and he said, "I never knew 
that. I always thought you thought I would be able to do this." So I 
said, "Well, I was just kidding." 
So I think those experiences are really, those are the memorable 
ones, just watching what they do and so many of them who've, who've, 
uhm-- we had pretty high expectations, because back in 1977, 90% of 
people with autism by the time they were 15 were in residential 
institutions. So our goal was to keep them in the community. So we 
thought that was being pretty optimistic and pretty remarkable, and it 
was compared to everybody else in the field. Then all of the sudden, 
these people were going to work, and there are now about 300 of them. 
eat. 
So. 
Okay. Moving on to number three: Are there any parts, big or small, 
in your original theoretical orientation to this field that you rejected 
over the years, because you learned from your own research-- because 
of something that you learned from your own research and that of 
others? 
You know, this is going to be hard to believe, but 1 was pretty ABA 
when I started. That is how I was trained in autism . It wasn't my sole 
orientation, you know, so 1 always had these two parts to my training. 
I had the theoretical Bandura social cognitive developmental 
background, which is how I categorize and how I understand autism. 
And uhm, then a lot of my clinical training, because I was trained 
to work with very severely mentally retarded and autistic people and 
was very ABA-oriented . So it was really my introduction to the field. 
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Eric Schopler, I don't know if he agrees with me--l don't think he 
does-- but I thought TEACCH was very ABA when I first entered the 
program and saw the program back in 1972-'73. TEACCH had the 
idea of structure, and was using it in parent training programs, but the 
classrooms I thought were very ABA oriented. And it worked and still 
does . So, I can't say that I have given it up. That is still something 
that I think that is worthwhile and a useful part of the program, but, 
uhm, but I think that it sometimes promotes rote leaming which I don't 
think is good for people with autism, because I think they are inclined 
to do that anyway and capable of understanding things better if that 
becomes our focus and becomes our passion. 
Right. 
So I think I de-emphasized ABA. And personally, I don't usually do it 
or train people to do it. But I am certainly tolerant of other people 
doing it, because I think it serves a need. So that is probably the 
biggest pa11 of my training that I have given up. Uhm, the part that I 
have leamed the most more from other people's research than mine, 
uhm, is coming from all of this brain research , which I find very 
interesting and very useful in terms of the some of the--
That is fascinating . 
-- differences and some of the learning patterns, and I still think that is 
the real key of helping people with autism is to do a better job of 
matching or teaching strategies to what we know are differences , you 
know, in brain functioning and brain organization . So, uhm, that work 
has really influenced me a lot, particularly the work on attention. 
Uh-huh. 
And how they pay attention and how they switch attention and their 
ability to sustain attention, uhm, as a real skill , not a deficit. You 
know, this sort of nanow interest which is part of the definition of 
autism. 
Uh-huh. 
And thought by a lot of people to be a nuisance that distracts people 
from real world, you know, 1 think it is a great ski ll--
Yeah. 
--that a lot of people with autism share with great scientists. 
Uh-huh. 
And so the importance of that and how that works and how that can be 
integrated into a treatment program is something, you know, that I 
have worked on a lot, and it is reall y became aware of and been 
influenced by some of the work done in that. 
Yeah. I think that is really important, matching the intervention to the 
ch ild's needs. 
Right. 
That is the thrust behind my dissertation . 
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Oh, great. Good. So maybe you will be the one to get the field to 
actually--
! hope to get it started. There is a lot ofwork to be done, and at the 
beginning phases you have to start by collecting information and doing 
things more qualitatively before--
And the time is right, because people are starting to say it and people 
are sta1iing to look for it. 
Right. 
Uhm, so, this is a good time for that. 
Okay. Moving on. Please tell me about the hallmark findings from 
your own research and others essential to the theoretical basis of your 
theory and practice. 
Well, I think that a lot of work on structuring the environment and, 
uhm, organizing the day and certain activities has been, uhm, among 
the most important contributions that TEACCH has made. And also 
the notion of developmental leve ls in trying to individualize based on 
what people's level of understanding is in a particular area or in a 
particular skill. And, uhm, l think being able to demonstrate that, 
being ab le to integrate it into ways of organizing classrooms and 
working in mainstream environments has, you know, been for me, you 
know, been the most important contribution that we have made. One 
that we continue to try to build on and develop. 
All right. The next question is that we have got five minutes so that if 
we have to inteiTupt the question, we will do that and then continue, 
but we will at least start. 
And that is, is there something that you learned from your research 
and experience that bas separated you and your work from others, 
perhaps causing you to create a new belief or a theory? 
Well, you know, I think so. I mean, I think it is the idea that, that 
people with autism learn differently and that's all right is an idea that 
not many other programs share. And I think that we have developed it 
and then been able to demonstrate it. So I think that there has always 
been the notion that somehow-- and sometimes I am sti ll told this in--
when I give presentations that by saying people with aut ism are 
different, you are denigrating them somehow because you are saying 
they are not part of the popular culture . It seems to me that the more 
this country goes on, the more you want people to be different and not 
be like everybody else, because we are not doing such a great job or so 
it appears to me. 
But what we have been able to do, not convincing all people, but 
this idea that we kind of frame and use the term culture of autism 
which is a tenn that a lot of people like and use is the notion that 
people with autism are different, but that is all right, because it is all 
right to be from a different culture. And if we try to understand these 
250 
Stephen Shore: 
Dr. Mesibov: 
Stephen Shore: 
Dr. Mesibov: 
Stephen Shore: 
Dr. Mesibov: 
Stephen Shore: 
Dr. Mesibov: 
[Break taken] 
Stephen Shore: 
Dr. Mesibov: 
differences and be sensitive to these differences and respect these 
differences and develop these differences but also with an eye towards 
making them functional in our society, I mean, that is basically what 
we were doing in the ????????Peace Corps back in 1965 was trying to 
respect the cultures of these people, and help them to use that 
background and use that perspective to help them to develop a political 
system that's going to work and going to serve their needs, which is 
kind of a way a democracy is supposed to be, and the kind ofwhat we 
are doing with autism. I think that we do, uhm, we have identified that 
as being legitimate and being reasonable . Certainly, it is probably the 
most common evaluation response that we get that people come here 
for training, and we do training, that they really like the respect for 
autism and finally understand that it is okay to be different. 
Right. 
So that is what I wou ld think has probably, is what separates our work. 
There are, of course, many differences between different theories and 
there is much overlap, but I think that most other theories in the field 
are designed to make people with autism normal-- and l think that our 
theory is designed to make people with autism productive and happy 
and accomplished and successful in terms of how they might define it, 
which is not always by being normal. 
Right. Exactly. 
And, you know, if they achieve that by being normal, that is great, but 
if they achieve it by not being normal, you know, in some cases I think 
it is probably even better. 
Just being the best person that you can be. 
Exactly. Exactly. 
All right. Well, we will take a break and I'll , uhm, finalize the disk, 
and then we wi ll--
Okay. 
Okay. Question six: If you were to consult or do a workshop with 
persons using your approach, what are the two or three things that are 
essential for others to learn about your work? 
Uhm, we ll , conceptually, one of the things that we just talked about 
under the other question kind of the notion that you've got to adapt to 
different perspectives, and people with autism are different but that is 
all right. And your goal is to understand the difference. And then 
given who the people you are working w ith are to use the term "to be 
the best people they can be" uhm , have the most productive, 
meaningful life that they can have. So I think that is an important 
concept. 
I think that the important concept, another important concept is the 
concept of developmental , the developmental concept I think is critical 
251 
Stephen Shore: 
Dr. Mesibov: 
Stephen Shore: 
Dr. Mesibov: 
Stephen Shore: 
Dr. Mesibov: 
Stephen Shore: 
Dr. Mesibov: 
in terms of what-- a lot of times I think that people misunderstand 
developmental level, because they think it has got to be normal 
developmental level, and sometimes people with autism don't go 
through the normal sequence in their development of language or 
reading skills or other things, uhm, but they still go through a sequence 
and there is still a foundation and there are still steps. 
Right. 
We don't start reading by reading "War and Peace." We learn to read 
it in small , incremental parts. And normal development can be a 
guide, because those are reasonable sequences that a lot of people go 
through, but just having that concept of development and then looking 
for sequences and then thinking about sequences and then the most 
important aspect is being able to understand and being able to identify 
at what level in that sequence this person is so that you can really 
present the world or information to the person XXXXXX at the 
experience lend of understanding so that it makes sense to them. I 
really do think that is what the fundamental problem of autism is, that 
the world doesn't make sense to people with autism, and a lot of times 
when we teach, we don't help to make it make more sense. 
Right. 
So that is what I think that we need to be doing, and that is a real 
important concept. 
Uhm, and then I think details are really important to people with 
autism. And so, small details can make the difference between 
whether they understand what you are talking about or not, whether 
they are able to respond to certain questions, and this so-called 
neurotypical world is not so detailed. And we're becoming less and 
Jess so, as we always discover when we interact with a computer and 
one little mistake, it doesn't work and you can't figure out why. 
So I do think that kind of respecting details and understanding 
details and the importance of details, and you don't just present them 
with a task, and then if they can't do it say he can't do that. But really 
understanding the way that you present it on the paper, the way you 
present it to the person, the way that you organize it, what step or level 
you are at, and how very small changes can sometimes make a 
difference in the person's ability to understand and produce. So those 
are probably, uhm, -- so those would probab ly be the three things that I 
would think that somebody would need to know. 
Yeah, those are interesting. Temple talks about the importance of 
details. 
Oh , does she? 
Yeah, she really does. About how people with autism and also 
animals in her new book, "Animals and Translation." 
Yeah. 
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We get overwhelmed with details , because we see them all. 
Yes. 
Whereas, with most nonspectrum-thinking, the brain filters them out 
automatically. 
Right. 
And it is impossible for many or most nonspectrum people to see the 
details . 
Uh-huh. 
And your comment about the world being a confusing place is 
interesting, too . Arnold Miller on his web site, the development of the 
Miller method, one of the other methods lam studying, he has right on 
his web site that they assume that people with autism are no matter 
how disordered their behavior may be, they are still trying to make 
sense out of a confusing world. So it is neat so see that external 
validity. 
Uh-huh. 
And moving on to number seven. What criteria do you consider to be 
the most valid in measuring the progress of students? And 
particularly, lam interested in your use of both standardized and 
nonstandardized instruments. 
It is really hard to do. It is hard to do in autism or hard to do in 
anything measuring progress is statistically challenging and 
conceptually challenging. Uhm, we have probably had the most 
success with standardized instruments in terms of using our-- the 
instruments that we have developed, the Psycho Educational Profile, 
which is now the PEP Ill. PEP is Psycho Educational Profile, the P-E-
P. And the one that we have also developed for adolescents and 
adults, and, uhm, I think that probably because it is a very autism-
friendly instrument. That is what it was developed for very early in 
the program. It was really hard to test people with autism, so we got 
together materials that seemed to make sense to them and they seemed 
to enjoy. So we would get better cooperation and better scores on the 
testing, probably because they were more interested in it. 
Uh-huh . 
And so, it is about, it is probably a more valid measure than a lot of 
standardized measures of their ability and , uhm, capabilities. So, it is a 
good way to measure their progress. 
But that doesn't mean that other standardi zed measures are not 
sometimes useful. l don't like the idea of using an I.Q. test as a 
measure of progress . It just seems very inconsi stent for what it is and 
what it is supposed to be. l.Q. can change, but not necessarily as a 
function of teaching or learning. So, I am uncomfortable with that. 
J don't like the idea of using things like the ADOS or the 
instrument we have developed called the CARS which measure 
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characteristics of autism. Some people use those as measures of 
progress, but, you know, basically they are saying that you are making 
progress to the extent that you show the characteristics of autism less 
frequently. 
So, to me, that is a way of thinking about autism which I think is 
damaging to the people and not very productive. But, you know, other 
standardized tests for me, like tests of language acquisition, and, uhm, 
standardized measures of that, like the TOLD or, uhm, achievement 
tests li ke the Wechsler Achievement Test or the Woodcock Johnson, I 
think they are for the more capable group sometimes reasonable 
measures of progress, and then our PEP or some of the developmental 
assessments that people use like the BREGA CE are reasonable 
measures of progress. Basically, I think if you are going to look at it, 
you have to look at it from several different perspectives. You need 
different measures to tap different things. And, uhm, I think you also 
want nonstandardized measurements, because I think you are not-- you 
are dealing with a population that is a little bit different than a lot of 
these measures are based on, uhm, the concept of what is a 
neurotypical person. So what are some of the nonstandardized 
instruments? Well , you know, I like to measure engagement, and to 
me, in fact, that is one of the main goals, and one of the reasons that 
people with autism don't learn is because they kind of don't get 
focused in on what they are supposed to be focused on, and it is not 
meaningful or useful , so if you can increase their engagement in the 
materials, once they get focused in then , I think they can be pretty 
effective learners. So, uhm, for me, looking at their engagement over 
time is a useful nonstandardized measure . Uhm, again, it depends 
upon what you are looking at and what kind of progress, but, you 
know we are really interested in developing the soc ia l skills, as I 
talked about the play skills, and some people have some aspects of the 
emotiona l or personal development, and so l th ink that those are useful 
to look at in terms of mostly nonstandardized assessments. 
You know, then there are some skills that seem to correlate with 
later development, so I think they're worth looking at when you try to 
measure progress, because it seems like they are centra l skills like joint 
attent ion or imitation or socia l initiation or we think developing 
categorization ski ll s or abi lities . So those are things that we try to look 
at as well with somewhat standardized, but l st ill think of them as 
nonstandardized measures, because they are not quite as developed 
and not quite as psychometrically sound as some of the l.Q. tests or 
achievement tests. So, those are the things that I would look at. 
Stephen Shore: Okay. Thanks. The next one has to do with unique strengths of your 
method. What do you see as the unique strengths ofTEACCH? 
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Dr. Mesibov: Uhm, well, I don't know that it is unique . There are 
a lot of methods that 1 think work to some extent, and everybody 
thinks their method works. I think that you can teach a lot of people to 
do structured teaching with a reasonable degree of skill, and I think 
that is why, uhm, why it is so widely adapted in so many different 
cultures. You know, there is something-- I think it is a combination 
that it makes sense to people. Sometimes other strategies don't make 
sense even though they might seem to work. But I think that the 
combination that it makes sense to people and they can learn how to 
do it are critical. 
And, uhm, you know, most people will say, there are a couple of 
methods with us, you know, in the United States there are a lot of 
methods used and TEACCH is certainly used in a lot of places, but 
few methodologies are used in different parts of the world. So that, 
that must represent a strength of ours, if that is such a dramatic 
difference, which I think it is. And I think, you know, when other 
countries evaluate what you do, it has got to make sense to them, and I 
think it makes sense. And, uhm, I think it also, uhm, as I say, it must 
be something that people are able to master with a certain amount of 
training. 
1 think the other thing is, you know, we are probably the only 
program that at least I am aware of that can actually train people in a 
classroom. So we can, you know, go to a country, take a group of kids 
that we don't know, uh-huh, and set-up and organize a classroom, and 
then have 25 or 30 people come in and learn in the context of that 
classroom. So maybe it is not the method--
Uh-huh. 
-- that allows for that, but maybe, you know, the training ability or 
skill of the people who use it, because sometimes it can be a challenge 
working with kids that you don't know in front of 30 other people. 
Yeah, it can be. 
But I do think that, you know, represents a strength of a lot of people 
can use it, because that is what you are doing it for , to help people to 
use it. 
Uh-huh. And in the same area, ugh , what about your method 
differentiates it from others? 
Well , as I said, we're not trying to cure people with autism. We're 
trying to help them feel better and accompli sh more. You know, the 
social cognitive part, uhm, differentiates it. We are working much 
more in the level of thinking and understanding than they are in the 
level of behavior modification. 
Uhm, you know, so our focus is much more on people with 
autism's expectations and their understanding, their confusion , trying 
to clarify those more so-called social cognitive variables. Uhm, I think 
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it is more child-centered than a lot of other interventions, not 
necessarily Greenspan, which also is I think quite child-centered. 
Yeah, I think so, too. 
But you're not trying to fit the child into the mold but you are trying to 
follow whatever mold the child has created and then build upon who 
they are and developing that. So those are what I would think are the 
cardinal elements. 
Yeah, it is interesting to consider different methodologies as on the 
level of child versus what I call therapist-oriented. 
Right. Right. Those, too. 
And those situations where the therapist, or every time the therapist at 
least better have a plan. And in some cases, the therapist, this is what 
is going to be done and that is just what is going to be done in the 
session. 
Right. 
And other people are more aware of what the child's interests and 
needs are and have the flexibility--
Uh-huh. 
-- to go along with them. So that is interesting to look at, too. 
Yeah, I agree. 
All right. The next one has to do with research gaps. In your opinion, 
where does the greatest gap exist in research, which the field might 
move to-- might prove to benefit the greatest number of children on 
the autism spectrum? 
Well, I think that the greatest gap in research is in treatment research. 
We just don't have a lot of research, and, uhm, but it is not a simple 
problem with a simple solution, because it is really hard to do 
treatment and research of any kind in the human services and 
particularly in something like autism where you have such a discrepant 
group of people. You know, a lot of the research strategies that we use 
are kind of based on the fact that most people's behavior falls within a 
relatively narrow range. The nanower the range, the better. So it is a 
paradox of research that whenever you find individual differences , 
which most of us think of as what makes the world interesting and 
goes around, that is called error. When you take a course in statistic 
methods--
Right. 
-- so the uniqueness of people and the thing that makes life worth 
living is the error. Wel l, the error in autism is even bigger. So, it, you 
know, it just really makes it very, very difficult. And, uhm , so 
everybody wants more treatment research , but it is really hard and then 
particularly hard in the field of autism to do treatment research that 
meets some of the basic scientific conventions for how this should be 
done. l mean, we have argued although probably not with good and 
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creative alternatives that autism treatment real ly needs a different kind 
of paradigm, and everybody keeps trying to, sort of, stuff autism 
research in the standardized treatment outcome study paradigm. And 
they have applied for grants and then they wouldn't meet the standards, 
and we get fewer treatment grants in autism. So I don't have a good 
solution it to, but that is, you know, to me, that is the greatest need that 
we need a much better way, much better ways to evaluate treatment. 
What would you like to see in that new paradigm? 
Well , I don't know. It is-- but, you know, l have seen some very, very 
talented people and been involved, you know, in trying to write a grant 
following this control study comparison, you know, which works 
really well for looking at drug effects. 
Uh-huh. 
You know, obviously l want something that can be systematic and is 
going to be able to evaluate whether children are making progress and 
then the big question which is the one that you addressed which is to 
also help the field to start to look at are there subgroups that work 
better with certain strategies or can you predict the idea that somehow 
TEACCH is going to be better than ABA or ABA is going to be better 
than TEACCH or discrete trial training is better than Greenspan is 
ridiculous. Nothing in the world is like that. 
Right. 
If we're going to really do something that is important, what we are 
going to learn is that there are certain, uhm, strategies that are better 
for developing certain skills, and then there are certain strategies that 
match certain people better. 
Uh-huh. 
Uhm, --
Get a nice multidimensional matrix going. 
We need that. But then you need huge N's , which are very hard to get 
in autism. And, then, uhm, you know, you need to do these studies, 
random-control studies in which families with children with autism are 
not willing to be randomly assigned and stay in the studies the three 
years to find out if it is working with their kids or not. All of the 
givens in how you do the scientific methods just don't work with 
autism. You need large N 's, you need randomized treatment and you 
need people who come into it with nothing at all. 1 mean , this is a very 
active group of parents. If their child has autism at the age of three, by 
the time you cou ld even get them into a study, they have already tried 
four strategies or techniques and they are not going to stick with the 
randomized assignment and you do not have kids who have nothing to 
begin with. 
Uh-huh. 
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And then we don't have adequate numbers to be able to look at some 
of the potential group differences, who is going to do better with this 
treatment versus that. 
Right. 
Uhm, you know, Eric Schopler is trying to work on writing an article 
and try to initiate discussion of new paradigms, but the fie ld doesn't 
seem to be inclined to do that. You know, they-- everybody wants to 
show their method is better than everybody else. So, and that is how 
everybody is trained, too, so I guess that is also a limitation, if that is 
how you are going to do research, then that is how you want to see it 
being done. So, 1 don't have a good solution to it, but it is pretty clear 
to me that that is what the problem is. 
Well, we start out with identifying the problems, and once we do that, 
we can staJ1 to move toward the solution. 
If we can agree that we want a solution. Some people won't necessarily 
agree with that and think that somehow this model is going to fit 
autism needs. 
Uh-huh. 
And it is better than nothing. 
Well , yeah. Looking at our culture's acceptance of children on the 
autism spectrum, what changes have you seen from the time that you 
started until the present, and what do you see in the future for the 
children on the autism spectrum in this society? What changes in 
public policy would be most useful in enriching the lives of children 
with autism and adding benefits to their families? 
It is a good question. It is a tough question. 
Yeah. 
The first part is not tough. Ce11ain ly, the acceptance of the children on 
the autism spectrum has increased a lot. You know, some of these 
children can look very different and be frightening. If you have never 
seen anything like it, you are going to be afraid of them and you're 
going to back off. I think historically that has happened, and I think it 
is an area of great improvement, just because there are more people 
with autism out in the public accomplishing more, but also even those 
who are still having difficulty and struggling, people are seeing them 
more often. 
Uhm, and genera lly, in our soc iety, you know, as we get to know 
something better, we respond more positively to it. 1 think in our 
cu lture, the greatest difficulty is usually ignorance , or, uhm, just, you 
know, people having no way of understanding or conceptualiz ing or 
dealing with something. 
So, you know, so there certainly has been an enormous amount of 
progress. I mean, most people my age will say they never saw a 
258 
Stephen Shore: 
Dr. Mesibov: 
Stephen Shore: 
Dr. Mesibov: 
Stephen Shore: 
Dr. Mesibov: 
Stephen Shore: 
Dr. Mesibov: 
disabled child in their whole school career or they saw a couple but 
didn't know what they were and weren't labeled as such. 
Right. 
Now l don't have many students who come into my office for different 
reasons who when they were growing up in school didn't see a person 
with autism and other kinds of disabilities. They are seeing it younger, 
you know, better-- understanding it better and interacting with it, so, 
uhm-- sol think that is really, really good and really useful. 
Uhm, what changes do we need in public policy? Uhm, l don't 
know, this might be more concrete and more specific than you are 
thinking of There are probably broader things. I mean, I am 
impressed by our suppmted employment program. It is very 
interesting to me, because it is, you know, sort of what you are 
working towards . It is what it is all about. 
Uh-huh. 
I'm very interested in the success, and I'm very interested in the 
shortcomings of it. And I guess it is a public policy issue. As I said 
before, I am really impressed with what people with autism can 
accomplish, uhm, with a little extra help, and a little extra support, and 
supervision. So that, you know, there are an awful lot of people who 
can be employed or do things-- not that employment is the only goal--
but it is what most people in our society do as adults. And it doesn't 
take much, uhm, to do that, not as much as I thought. Certainly, you 
don't need somebody standing around all day watching them all of the 
time. On the other hand, I am also impressed by what happens if they 
don't get that little bit of support, how quickly it can deteriorate. 
Yes. 
So it comes down to supp011 and money, and there is so much less 
money available to support adults with autism than children with 
autism in schools even though the school support is certainly not what 
it should be. There is something there, but there is nothing for adults. 
Right. 
And how hard it is to get any money or any support. So, you know, 1 
don't know that it is a public policy issue, but it does seem to make 
sense for our country, uhm , that if we invest a little bit more money in 
programs and services and support for this transition and for the 
training and the maintenance phase that there is going to be an awful 
lot of people, more people with autism who are going to be able to be a 
lot more productive, uhm, and in the long run if money is your worry, 
which it always seems to be, everything is money, probably not going 
to cost nearly as much more as it looks like, because you have a lot 
more people who are receiving public assistance who are go ing to be 
able to support themse lves, and-- so, you know, to me, that is one of 
the big policy, public policy issues is that just to provide more people 
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with that little bit of extra support, which to me makes an enormous 
amount of difference. 
I think that is very important. That is what I told the U.S. Congress 
when I testified for them, is that there are so many people with autism 
that are not gainfully employed, not living independently, because they 
are not receiving this much . 
Right. 
That is all they need. 
Yeah . I really agree with that. 
And if you look at it from a strictly financial point of view, if you give 
this much support at $5,000/year, then you have someone earning 
$80,000/year or more and paying more back in taxes, if you want to 
look at it. 
Yeah, in that case, you get it back in one year. 
Yeah. Right. But I think that is something that is important. And one 
other question that has come up to me recently--
Trick question. 
Trick question, and the trick question is : Let us suppose that 
tomorrow, ugh, they found a cure for autism, and they discovered that 
it was a problem with the endocrine system, and that by putting certain 
eyedrops into a child's eyes when they are born, uhm, suddenly, there 
is no more autism. And how would that affect you as someone who 
has spent their whole life building a life around autism? What would 
you do? 
Well, I am sure I would find something to do . So, uhm, so I, you 
know, I would-- I wouldn't worry about that. Uhm, I mean, my 
reaction would be mixed. I mean, obviously for families that is what 
they want and what they dream of, so that would be wonderful. Uhm, 
you know, so in that sense, it would be a wonderful day and a great 
advance, and, uhm, it would be exciting to see. 
You know, on the other hand, there is always a part of me that 
says, you know, like Temple Grandin and other people with autism, 
and you present that to them, they don't necessarily want to give that 
up. That is who they are, and they value themselves for who they are, 
and, uhm, and you are taking that away which is much more 
important, I think, than worrying about whether you are taking away 
my job or what I do, because you can't change who you are. 
No, you really can't. 
So that is what sort of hesitates and gives me pause, you know, if there 
were enough people-- and she is not the only one I have heard say that. 
Yeah. Dena says it and I say it and believe it. 
--who keep saying it. You know, but l am sort of in a bit of a bind, 
because I don't think it is fair, because I haven't raised a child with 
autism and am not dealing with it, so if all of these parents seem to 
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want, that you know, it doesn't seem fair to me to deny that to them, 
not that it is in my power anyway, so I guess there would be more 
people happy than not. So I guess I would be happy. 
But, you know, I do feel like some of those people feel, I would 
miss, you know, as I said, I could find another job, but I would miss 
the people I know and like and who are different and who enhance my 
life in ways that neurotypical people don't. I like diversity. I like a 
world of different people. I am sure that is why I do this and now you 
would be taking away some diversity . 
That is like the danger. 
Yeah. It is like saying that one day you can develop a eye drop and 
then all people who are a little wacky or funny are, you know, more 
like everybody else. Well. .. you know, I think it in autism, it is mixed, 
because you would take away some suffering. There is suffering. It is 
a disability that is difficult. It is harder to cope with that disability I 
think than without. So, you know, but it is also I think what emiches 
the world, enriches the people who work with it, and, you know, you 
are taking away that enrichment and that diversity. So would the 
world be a better place? Really good question . 
I think that for some people it would. Some lives would probably 
work better. Uhm, you know, for others, uhm, you know, I am not 
sure if that is a-- it is a real interesting question. I have always thought 
it is fascinating Clara Park, uhm, Jesse, her daughter is a wonderful 
painter, and she is also pretty severely handicapped. That is a very 
high-powered family. I forget, but three or four kids, and they are 
lawyers and doctors and prize winners and everything else. And Clara 
is extremely proud of her family and pretty proud, very proud of what 
they have accomplished, as she should be, but she will also say that 
quite honestly out of them all , Jesse has contributed more to world 
than they have through having overcome some of the challenges to be 
able to accomplish what she can accomplish, and all of the people that 
she has touched along the way. So that has a pretty profound impact. 
1 agree with her, I think she is right. 
Yeah. You are. 
So you are taking away the Jesse Parks in the world and Temple 
Grandon who inspires a lot of people. 
And Bill Gates. 
You inspire a lot of people . 
And Bill Gates does . 
Dena. 
So, I don't know, tough question . 
Yes , it is. Is there anything else that you wo uld like to add to any of 
this? 
261 
Dr. Mesibov: No. The questions were fine. 1 wish I were on your committee. Ours 
are not as much fun. [Laughter] How much more do you have to do to-
-(End of interview) 
Interview with Dr. Mesibov on second disk: 
Stephen Shore: We are ready to go. 
Dr. Mesibov: So I think basically what we try to do is try to teach organizational 
strategies in organizational systems. So, you know, the simplest one is 
having a daily schedule and organizing what you are going to do and 
keeping track of what you are going to do and when you are going to 
do it and making sure that you highlight the most important things, and 
then record, you know, if what you have accomplished, what you 
haven't accomplished and if you haven't accomplished, whether it 
needs to be a priority the next day or, uhm, you know, again, the things 
that a lot of other people do, but they do it in their head . And, a lot of 
times people with A-S-D don't, you know, and then they wind up at 
the end of the day and there are five things that they didn't do and four 
things that are important. So, uhm, you know, the same thing like with 
homework rather than a child going up and saying, "Okay, 1 finished 
this; what do I do next?" 
But the idea of having a list and these are the five things that you 
have to do, and then if the child needs help sharpening his pencil, then 
it becomes one of the things, too, and then you do this and check it off 
and then when you are finished you go down and watch TV. 
Uhm, so just thinking about sequences and organizing sequences 
and usually making the sequences visual, and then making it clear 
what you have completed and what you have accomplished and what 
else needs to be done and then having some mechanisms so if there is 
some part of what you are working on that you haven't completed, that 
doesn't disappear into cyber space, but comes into the next day or your 
activities the next day. 
Uhm, you know, we will also give people certain strategies, 
depending, you know, this is individualized, too, but for some kids if 
you color code their books so that-- and then have a different book, 
you know, maybe three books for each course, so you will have your 
textbooks, and then you have your homework book and then you have 
your in-class homework book. And so, uhm, you always know where 
your homework book is. You can always identify what your 
homework is, and you always have a way, because you are always 
using a check-off system to see whether the other homework has been 
completed or not. 
Uhm, I was saying that we just got a grant to work with thi s 
company in Boston, actually. 
Stephen Shore: Hmm. Which one? 
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It is called Symtreno, and they basically use the Internet to program 
kind of in a more sophisticated way what palm pilots might be able to 
do. There is a guy there who has been doing some pilot testing at the 
League School. 
Oh, yeah. 
On using--
Hem1an Fishbein or John. 
He is working with Fishbein. 
Yeah, okay. 
Somebody who is from this company, but he is working with him. 
All right. Yeah, he has told me about it, and now I am hearing about it 
from the other end. 
Oh, okay, so the guy who owns the company went to graduate school 
with me. That is how he got interested in autism and trying to use this 
to organize, to use these as organizers. Again, what we have done in 
our program is that we have used it to organize their day, to plan their 
schedules, to figure out how to do their homework, to organize their 
schoolwork and their school activities. Uhm, and then hopefully the 
grant will let us give us a way to start to, uhm, also look at other things 
that it might help in terms of making them successful. 
Come in. Okay. 
Hi. 
Are you guys ready? 
Yeah. 
Okay. We will be two more minutes. 
All right. 
And then, you know, what this might also help us do is kind of 
intercorrelate certain things, because one of things that the Internet 
does is you can look at how things affect other things . So ask a person 
to do self-ratings and how they feel and try different strategies or have 
the teacher rate how effective they think this strategy is . And give you 
a way of taking nonstandardized instmments over time, not so much in 
terms of their progress, because you can measure what they get right 
or wrong, but in terms of the sense of we ll being, in terms of their 
sense of accomplishment, in terms of what the teacher thinks might be 
effective, so. 
I don't think we give enough credence to that, you know. 1 mean, my 
son, yes, he can functionally handwrite, but it is illegible. It is 
damaging to hi s se lf-esteem to produce such a poor-quality output. lt 
is physically and mentally exhausting. And, you know, that is a 
nonstandardized issue, how can you measure that impact? So I think it 
is so awesome that you guys measure the well being, the quality of life 
issues for this population. 
Well , we try . . 
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Well , at least you strive that direction. 
This will give us an opportunity. 
Instead of saying if you don't do it like everyone else, you are a failure. 
It is a paradigm shift, and we are grateful for that. 
Yeah. Well , thank you. I hear you are a great speaker. I would love 
to go hear you speak. We are going to have to invite you to come here 
to speak. 
Well , it would be a pleasure to come. I haven't spoken in North 
Carolina yet. 
Well , we have a place to stay. 
Well , we have a conference each May, and we do it here at the 
university. And this year we are focusing on adolescents and adults. 
Hmm. 
Uhm, so it would be great to have somebody talk about their personal 
perspective. 
Oh, I would love do that. 
Would you be interested? 
Sure. 
Can I have your E-Mail address? 
Yeah, 1 will give you my data. 
You have a card. I will send you out the information. 
All right. 
And if you could save the date, it is the Thursday and Friday before--
the Thursday and Friday before Memorial Day. So. Somewhere 
around that 20th or something like that. 
Yeah , that is right before Autism Month. So I could come here and 
then go up to Chicago. l think that would work . 
Okay. Wonderful. Great. 
You can practice your Chinese on the other side of it. 
Okay. Thanks. 
I appreciate it. 
It needs a little work. lt needs a little work. 
Stephen Shore: l appreciate all of the work that you put in to helping me with my 
dissertation. What I am going to do-- l guess 1 don't need to record. 
[End of interview] 
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Stephen Shore: We're rolling. All right. The first question is : What got you into this 
field? When did you first become interested in autism? Was there 
a critical event, or was this commitment to the field developed over 
time? 
Dr. Higashi : 
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Well, I got interested in the field ofpsychology, probably over time. 
As a youngster, I was interested in medicine from early on, but I was 
not a particularly strong science student, so, psychology was sort of a 
natural way to, express my interests, as a field related to medicine and 
helping people deal with similar kinds of health-related issues, but, 
more mental health than physical health, but in some ways seeing 
mind and body as sort of related to each other in a relatively holistic 
fashion and as I was very interested in how the brain worked and 
caused the mind and body to work and produce thoughts and feelings 
and then the interactions between mind and body in well-being overall. 
And my experience at college, at Cornell, was a very interesting 
experience, because the psychology department at Cornell was a very 
experimenta lly-oriented, research-oriented program, with research on 
"neuroses" and "feelings" being conducted via experiments on sheep 
among other animals . In contrast to that, at another part of the 
University, Urie Brofenbrenner (who just passed away but became 
very well know in the field of child development) was working on 
various factors effecting very young children's growth and 
development like maternal deprivation and love (this was the mid 
1960s). I was able to convince my psychology professors to let me 
study with Urie pati-time and I think that really taught me the value of 
looking at people meaningfully and deeply and reinforced for me that 
even if people (very little people) couldn't talk and communicate it 
was possible to find human connection and meaning with them and 
that these cmmections could also be easily disrupted - even in well -
intentioned situations- so that the developmental process had to be 
carefully understood for each individual. (And at least I didn ' t have to 
put on my boots and catch any more sheep to shock for "sheep-
shocking 101 " which was what we called "Experimental Psycho-
Neurosis)) 
l see. 
The first part of the course involved catching the sheep. You can 
image that the sheep didn't want to get caught . 
Uh-huh. 
So I was very happy to graduate from Cornell. l did my masters and 
Ph.D. at Boston University which was a very clinically-oriented 
program. And I was always interested in how people thought, what 
the thinking process was. 1 did my intemship at Massachusetts Mental 
Health Center, and they had a small autism program at the Mass 
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Mental Health Center, and I worked with Aydin Wysacki , who was the 
psychologist on that unit. And once I had finished my internship at 
Mass Mental Health Center, she atnnged for me to work with her 
because I was her protegee and was very interested in trying to 
understand these children. And so I was, actually the only junior 
psychologist permitted to work in that program at the time as it was a 
very "closed" program, because the children were treated as being 
very fragile , very emotionally fragile. So very few people were 
permitted to work with them at all. And that was my very early 
experience working with autism, and that was in the late 1960's. 
Ah. Hmm. 
That was about my first experience of working in the field. It was 
fascinating, and I loved it. And my Ph.D. thesis was on thinking 
patterns and how children resembled their parents in the ways in which 
they learn to perceive the world in the ways in which their ability to 
abstract and think concretely or abstractly was influenced by the ways 
in which their parents were able to integrate thoughts and concepts. 
Actually, that research probably incorporates more of my Cornell 
background than I realized at the time because the field of perceptual 
psychology and doing experiments in that field was very strong at 
Cornell and I took several courses related to that which influenced 
some of my PhD research too. 
Oh, that is interesting. All right. Moving on to two: Tell me about 
the hallmark events, those experiences you recall as most 
memorable in your work with children, and what experiences 
were the most challenging, and what was the most rewarding of 
your journey from your starting point until now? 
Well , most of my time, until I first started to work at Higashi has been 
spent as an individual therapist, and , I have worked with a great 
variety of children, with a great many types of disorders and 
difficulties, and, I work with very, very young children, which many 
therapists don't. So I have seen children in my private practice, as 
young as two-year-olds, and, a lot of people say to me, well , how can 
you do therapy with a two-year-old? And I've always felt that the 
younger you start with a child , in some ways the better therapy you 
can do, because the more open a child and a family is to working on 
something and the more malleable, open to change, things are. 
Families are open to change because habits and patterns are typically 
not as ingrained as when a child is older and the young child is open to 
change because of the "plasticity" of the brain and the itmate 
dependent relationships the child has that allow the child to be 
supported and directed by caring adults. 
Also, the closer you are to a crisis in a family or a child, the more 
open people are to working on an issue because the more naturally 
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distressed they are and often the more willing everyone is to try to 
work together if they can get someone to help them. The most 
important issue is to involve everyone not just the ' identified patient' 
in order to help family members make "me" statements not blaming 
"you" statements . A lot of the time with very young children and 
young families there is a lot of blame because of the different 
"cultures", if you will , of the original nuclear families and that might 
be supported (or non-supported) by well-meaning but interfering 
advice by other relatives. When they get past the blame, then both 
parents have a stake in fixing the problem and in helping each other 
out for the benefit of the child and the situation. Both of these points 
apply to working with situations when there is an autistic child 
particularly, as well as with families with other difficulties. 
I like working with children and their families at the same time and 
seeing how they interact and also modeling my own interactions which 
shows parents how to be effective directly, although it is sometimes 
risky too, especially with 2-year olds , because you can ' t predict what a 
2-year old will do . But in a therapy setting, it is good to work with a 
two-year-old together with their family, at least with one parent 
present. And you don't have to have a child be able to talk very much 
to work with them, because you can work through play. 
So, specifically, one of the youngest children I have worked with 
had been in a store where a display had been loose, and she had pulled 
a bunch of heavy toilets down on herself. And she hadn't been 
physically injured, because they had landed in such a way as to 
surround her, but she had been very frightened . 
Yeah, I believe so. 
As you can imagine having these big things crashing around her were 
very scary but in addition her parents were angry at each other, 
blaming each other about who should have been watching her which 
compromised her sense of trust. The symptoms she was showing were 
nightmares . I worked with her parents having them play with her with 
doll furniture and dolls , and she led the way, gradually we were able to 
lock them all up and chain them against the walls, and, work through 
in play so that she could be in control of these things, and, move on. 
And then she was able to stop having the nightmares. She put 
everything behind bars like in a zoo, including her parents. It was great 
and they were able to appreciate it too, that she needed to know where 
they were too . 
Then, to change gears, some kinds of therapy work are really 
funny and some kinds of things have been funny and are memorable 
for that reason - sometimes something funny can make a very 
profound point. A mother reported this story to me about a former 
patient of mine. [ saw a little girl at age six, and, a lot of the work we 
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did was on self-esteem issues , and then at age ten, there were some 
other issues that came up, and her mother wanted her to come back 
and see me. And, when her mother asked her to come and see me 
again she said, she agreed with her mother that she ought to come back 
and talk to a psychologist again, but she didn't know if she should 
come back and see Dr. Ann any more, Well her mother reported being 
very surprised and said to her daughter, "Why not, I thought you liked 
Dr. Ann." 
And she said, "Well, I do, but I'm not sure she is very bright." 
And her mother said, "Oh, really, why don't you think so?" 
"Well, I used to beat her at games all of the time, and I was just a 
little kid." [Laughter] 
So I guess our work on the self-esteem issues was very good. So 
when her mother reported that to me, l thought it was wonderful. 
That is great. 
Another kind of hallmark issue was a very serious one, but involved 
"getting it right". A child was referred to me because everyone thought 
that he was psychotic, and he was sleeping with a knife under his 
pillow and seemed very paranoid. People were very concerned about 
him, and the very scary things he was saying. And I worked with him 
for a while, and he finally developed a sense of confidence in me. And 
it turned out that the family raised rabbits and they named them as pets 
but when it came time to slaughter them, the parent named the meals 
after the name of the animal. And so he was afraid. So there was a 
reason to be as scared as he was. We were able to help his family as 
well as him. 
I worked with another youngster who was not diagnosed as autistic 
but I believe was autistic, and he presented as selectively mute because 
he would not talk during school and would not look directly at others 
and tended to walk backwards and to have certain ritualistic behaviors . 
He was a five-year-old when I first met him. (He was referred to me 
through a school contract so initially I had little contact with his 
family.) 
He wouldn't eat anything except M&Ms which he crushed into 
very, very tiny pieces. He only started to communicate with me 
accidentally. The room they gave us in the school building to work in 
was a closet, as happens very often in a public school program. At one 
point he discovered that the light switch was on the outside, and he 
began to communicate by having me inside and him outside and he 
would shut the light switch off. He wanted to see wha t my reaction 
would be and he wanted to be the one to be in charge, to be able to be 
in control , to do it or not if I asked, or to watch and see my reactions. 
So I said, "Okay. Let's turn the light on now," and he would do it or he 
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might not and I wou ld wait and ask again and say "please" or pretend 
to get upset, and then he would, 
He would kind of knock on the door, and he would want me to say, 
you know, "Oh, turn it off." And he would turn it off, and he wanted 
to see how I would feel about that. He played that way for a year. But 
I did all the talking. And after that he moved on to playing board 
games, like Candy Land with me. At one point, he spit at me. I told 
him that he could not do that. And that if he did that again, we would 
have to stop for the day. I told him that I wouldn ' t punish him but that 
I wouldn ' t play with him if he spit at me. So, of course, he did it again. 
l said we were going to stop, and but that I ' d come back the next 
week. When I came back the next week, he said something to me in a 
whisper for the first time ever. And then years later, it turned out that 
it was at that point when I didn't punish him that that was when he 
decided to trust m.e enough to say something to me. So, it was a very 
long time of building up a sense of trust and relationship, of bonding in 
a youngster with limited communication and social skills. He was 
later, slowly, able to transfer limited communication to his teachers 
and then continued to grow. 
Right. 
But at that time, at age 7, in his world that he became able to trust me 
and that that started his connection to other aspects of his life after 
that. As I learned later, in his world-- hi s family situation was very 
inconsistent. His father was occupationally capable but socially 
awkward and isolated. His brother had Asperger's-- and he was 
ultimately diagnosed with Asperger Syndrome also- and he was very 
confused about social expectations and relationships and each social 
situation seemed very disordered for him. And the way he dealt with it 
was shutting down for a very long time. And after that, we began to 
talk about how to figure out what to trust in the world around him and 
how he could know and understand things. And he began to do well 
and to talk to others and to learn within his capabilities. Some of the 
particular life experiences he had, with things seeming to be the 
opposite of what he was told, accounted for his muti sm and other 
experiences tied into crushing his food and the closet-light play. 
That is great. 
And so those are the kind of hallmark experiences that I have had from 
my clinical work, to be able to have a sense of doing some good and 
helping others, of enjoying what l do, of making a difference for 
someone by understanding a situation. But, when 1 saw the Hi gashi 
program, and l saw it because the very first time, the year it started 
here l had a three-year-old in my clinical practice who was auti stic . 
The parents of my patient were working with a neurologist who was 
associated with the program, and they asked me to come and take a 
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look at it, and I did. And I said, you know, this is where you son 
needed to go, and I loved it. It made sense in the way that other 
programs didn't make sense to me in the overall approach to engaging 
the child. And I just watched the child develop as he began to work 
here. 
And I knew Bob Fantasia, the Executive Director, who has just 
retired, from previous experiences working together and he recruited 
me to come and do some consulting here and I was delighted. 
Right. 
Mr. Fantasia asked me to come and do some evaluations, and I did. 
And then I just was very impressed with the school and looked 
forward to the opportunity to work here more and I also had some 
ideas about other ways that I could contribute which I suggested and 
so in fact, you might say I asked him if I could work here and that is 
how I started working here but it grew gradually from various projects . 
And so that is kind of one of the hallmark experiences of working with 
autism is seeing the program and knowing that what I was seeing was 
unique and seeing the effectiveness and the belief in what we are doing 
because there is a real sense of mission and unity that is a hallmark of 
DLT. 
And I could give you various hallmark examples of students here 
but you'll have to tell me how much you want here . One absolutely 
great example is a youngster who entered BHS at age 10 with very 
challenging behaviors, really "out-of-control" at school and in the 
community and for his parents as well although very verbal and he 
seemed very " irrational ' yelling about "being poisoned" and clearly he 
was just very overwhelmed and scared. And he tried to control his 
environment by being very aggressive so everyone would leave him 
alone . But he was also bullied and teased a lot and lost self-control a 
lot very easily. He became a day student. Following the structure was 
challenging, especially at meals as he was an extremely selective eater. 
He would become aggressive as well as yell that he was being 
poisoned, to call 911 , and to cry that he had no friends. One day at 
lunch Mr. Fantasia knelt at his chair and very softly told him, " I am 
your friend" and the student responded, "does that mean I don't have 
to eat my lettuce?" That was a breakthrough for him at mealtime - the 
beginning, not the end of the story. But that marked the start of the 
recognition of bonding process at work . With thi s student it took years 
of work for him to control himselfwhenever his team lost even 1 point 
in a baseball game or someone came in ahead of him in a road race. A 
huge component of the BHS program is the development of self-
esteem through learning real skills across a variety of areas leading to 
mastery and success. We do NOT have measurable goals as 
percentages such as 80% or "4 out or 5 times the student will do x". 
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Instead, we have I 00% mastery with whatever degree of support is 
necessary and then we fade the support to increase independence. 
Ultimately, accepting his own success, this student was able to 
genuinely congratulate another student and refrain from berating 
himself and has consequently been able to be trusted in more stressful 
community settings, which he has handled very well. 
Hallmark achievements are really in the eyes of the parents here 
for our population. We have Vacation Reports that parents fill out to 
let us know how each vacation went in various areas from travel to 
communication to activity participation to routing daily living skills 
and then to make comments about so we can work together setting 
goals for next time. Last December a mother of a High School student 
who has been here about 5 years came to me in tears to tell me they 
had the "best" vacation ever because her son was so calm and happy 
and relaxed just being with the family that they couldn't ask for 
anything more . That's a hallmark too . 
Stephen Shore: Hmm. Neat. Next one: Are there any parts, big or small, in your 
original theoretical orientation to this field that you rejected over 
the years because of what you learned from your own research or 
that of others? 
Dr. Higashi: Educationally, my original theoretical orientation (at Cornell) was 
from the field of Experimental Psychology, where even research on 
people's feelings and behavior was conducted on sheep, rats and 
rhesus monkeys. In experimental psycho-neurosis we shocked a sheep 
every time a circle was presented and rewarded him with a pellet to eat 
every time he saw a square and then made the stimuli more and more 
similar so that the sheep could not discriminate between them and had 
a nervous breakdown. I rejected this type of research - and all 
shocking, including that on autistic students. Secondly, I was trained 
psycho-dynamically, at Boston University and while I still use some of 
this training in my psychotherapeutic work, more in an ego 
psychological approach but moving toward cognitive-behavioral 
therapeutic approaches as well - not to get too technical - I use these 
approaches in my work with autism. That may be because of the fact 
that at the Boston Higashi School we use an educational approach and 
integrate all services within that educational approach and teach in a 
group fashion that we find most effective rather than using a 
therapeutic approach at all. What is most relevant is my work in 
understanding child development, theoreticall y following Anna 
Freud ' s work on developmental lines, and family patterns of thinking 
and my strong interest in how the brain works. My recent work at BHS 
suggests the importance of exercise and overall nutrition and 
biological rhythms of life in health for learning and the connection of 
physical and emotional health for leaming and that if you are not 
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physically unwell then it is good not to take medication and we do not 
have our autistic students on medication at Higashi . That was not part 
of my original theoretical orientation, as it is a strong part of the work 
of therapeutic psychiatry/psychology but it is something I have leamed 
from my current work in the field of autism. 
Stephen Shore: All right. Please tell me about the hallmark findings from your 
research and that of others essential to the theoretical basis of 
your theory and practice. 
Dr. Higashi : the original theoretical basis for Dai ly Life Therapy® (which is now a 
registered trademark by the way) comes from the work of Dr. Kiyo 
Kitahara in her 3 volume work enti tl ed Daily Life Therapy: A Method 
of Educatiml Autistic Children , Record of Actual Education at 
Musashino Higashi Gakuen School , Japan, published in 1976 and 
translated and published in English in 1983. Dr. Kitahara believed that 
chi ldren with Autism Spectrum Disorders are children who are best 
educated in a systematic and consistent educational program putting 
into order their entire "rhythm of life". To do thi s the program has 
three guiding principles, which we call "pillars". T he first " pillar" is 
vigorous physical exercise that underlies the development of a healthy 
biological rhythm , stamina, energy diffusion and the abi lity to focus 
one 's energy and concentration productively , regul ate one 's mood, and 
develop bodily awareness for balance, coordination and mastery which 
lead to pride and self-co nfidence . The second "pillar" is the provision 
of emotional stability through love and close bonding between teacher 
and student which is the basis for the formation of trust to look 
outward and begin to partic ipate in life that marks the willingness to 
beg in to learn that underlies the start of education. The third " pillar" is 
intellectual stimulation providing interest and curiosity about one's 
environment , from aesthetic appreciation of art , music and nature to 
enjoyment of sensory experiences to partici pation in motor activities 
and social interactions. 
Together, these three pillars, which are the phi losophical 
foundation of the theory, make the implementati on of the educati onal 
methodology at the Boston Higashi School absolutely uniq ue. Without 
medicati on , students can use vigorous physical exercise to learn to 
regulate the ir bio log ical rhythms and thus ga in the many othe r benefits 
in health , stamina , mood , awareness of one 's surroundings, and 
concentrati on that result. In thi s energetic environment , through a 
highl y cons istent, hi ghl y structured approach , using group dynamics 
because children learn together in classes, teachers bond closely with 
each stude nt to achieve emotional stab ility so that understanding and 
trust can deve lop . Being hea lthy and happy leaves a child free and 
open to experience. The vari ed and intellectuall y stimulating 
atmosphere for learning is the n part of thi s core approach , which 
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incorporates "the arts" as fully as academics in a broad and balanced 
education. The goal of this education is for students to learn skills for 
self-regulation so all students can join their families and participate in 
their lives together. 
There is a growing body of research on the health benefits of 
vigorous exercise on mood, concentration, attention, stress and anxiety 
reduction, and the ability to regulate all bodily functions including 
sleeping/eating/ and bowel regulation (that we call the " rhythm of 
life") . This is true for autistic children as well as for all of us . Well , I 
think that the interesting thing for Daily Life Therapy in terms of the 
hallmark findings from this research is that, in the past people said, oh, 
you know, Higashi is all about exercise and why are they doing all of 
that exercise and what relationship does jogging have to autism? 
(Jerome Kagan of Harvard asked this question rhetorically at a big 
East Meets West Conference in 1987 in support of the very new 
Boston Higashi School when others were very skeptical at that time. 
He said that exercise influences children in "a real yet enigmatic way" 
- although what we know now from research is no longer so enigmatic 
I would argue) And, you know, there are some " health nuts" out there 
who exercise and there are some marathon runners, and yeah, they get 
a "high" and feel good and we learned that running influences 
serotonin levels, in the brain but for a long time researchers didn't 
connect it with autism and with effectiveness in education and so on. 
And meanwhile all of the school programs in typical education were 
cutting back on exercise, and America is getting less and less healthy, 
you know (and children in special education never had real exercise to 
begin with, just "adapted PE" and so were never pushed to become 
healthy or given the opportunity NOT to be couch potatoes) . Daily 
Life Therapy® was taking the approach, that one of the basic tenets 
for our philosophy is that vigorous physical exercise is one of the 
foundations for, mood regulation, for focus of attention, for stamina, 
for overall health. for concentration, and all of those are keys to 
learning. And so if you take all of that research that has been done on 
exercise, that supports what happens at the Boston Higashi School. 
And specifically for autism, exercise reduces stereotypical behaviors , 
develops coordination, flexibility, balance and the ability to perform 
multi-step sequences all of which promote an integrated sense of self 
as well as integration of sensory information. In addition, there are 
other proven benefits ranging from strength, stamina, and we llness to 
the capacity to play and leam social cooperation and play. This 
research is strong confirmation for one of our most basic tenants. And 
now the rest of America is jumping on the BHS bandwagon, if you 
will!! 
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You can establish the same basis for nutrition research. All of the 
research that says that you have to eat a good breakfast in order to 
learn, to have your body be healthy so that you can gain information, 
so that you can focus and concentrate and so that you can be in a good 
mood, so that you can learn, you know, in appropriate ways, so that 
your immune system is well developed and you don't get sick, I think 
all of that research supp01is education and is part of the basic BHS 
philosophy of the teaching approach as well in establishing a "rhythm 
of life" . This is particularly important for students with autism as they 
are very selective eaters and it is a big part of our program to over 
come this difficulty. Vigorous exercise is an important component of 
this, since exercise creates hunger and the desire to eat the healthy 
foods presented at meals. 
Another area of research is the brain research by Eric Jensen on the 
arts - the importance of music and art in learning. He argues that art 
and music ultimately stimulate the whole brain not just small areas of 
the brain and this wakes up the brain for all learning and makes 
academic learning much more possible. It is this type of research that 
supports the arts approach at Higashi. We have been teaching arts as 
equal components of our curriculum, and teaching The Arts as subjects 
not as 'therapies", as skill sets rather than just self-expression. Music 
research in particular has shown that the skills of learning instrumental 
music, and the level of expertise gained, influence brain development 
in areas related to the ability to learn and think, areas of memory and 
reasonmg. 
Other research that supports the Daily Life Therapy® approach 
was done in England, in Manchester by Helen Richardson, I think in 
2000, comparing us with TEAACH and what they call Severe 
Learning Development Programs in a whole variety of measures and 
found children to show more progress in more ways using DLT. This 
study looked at UK students at the Boston Higashi School in areas 
ranging from daily living skills (eating, sleeping, toileting) to 
agitation/aggression/self-injury to stereotypical behaviors and 
attachments to higher cognitive and/or social and academic 
functioning. 
Okay. 
What standardized and non standardized assessments do you use? 
All right. When we use "testing" to do assessments we use 
standardized assessments and try to administer them, as much as 
possible, to obtain valid results - and I ' ll discuss the difficulties and 
drawbacks with our population in a moment. We have a psychologist, 
speech and language pathologist, occupational therapist and physical 
therapist on staff, all of whom can do standardized testing - but we 
work in a collaborative consultative model of service delivery because 
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our focus is providing services to students programmatically through 
the group dynamic model. We meet the student's needs within the 
context of what the student is leami ng in all aspects of the day from 
gross and fine motor activities to communication to behavior and self-
regulation expectations, with consistency across the entire program. 
In general, for our population of students, those at the severe end 
of the autism spectrum, many of the "on demand" tests can't even 
meet the first criteria for validity, because you can't establish nonnal 
rapport with an autistic student who doesn't know you (if you really do 
know the student you have actually not met the basic testing 
requirement because tests are all normed as if the tester does not know 
the individual being tested), so you can't meet that criteria for valid 
administration of the test. Then, most tests are not nonned on autistic 
students, so that you can't establish valid nonnative data for scoring 
against a comparison sample, and the idea that, on a cognitive test, you 
can try to establish a mental, a comparable mental age to a much 
higher chronological age - that the idea that a mental age of a IS-year-
old being scored as a five-year-old , and the typical five-year-old who 
does the same thing is pretty ludicrous. A 15-year-old who supposedly 
knows something that is at a five-year-old's level is not really 
developmentally anything like what a typical five-year-old acts like in 
terms of the curiosity and perceptions and so on, that they would bring 
to the situation. It is really not similar to the type of play and 
exploration and so on that a 15-year-old with a five-year-old 
capabilities would bring to the situation, and so the way in which they 
are exploring and playing are really differently qualitatively . To say 
that a 15 year old retarded girl has a mental age of 5 is inappropriate 
because she may be ab le cognitively to do some of the things that a 5-
year old can do in solving puzzles and matching letters and other 
cognitive tasks but her level or imaginative play and curiosity is not at 
all the same. So I fee l that the "construct validity", the meaningfulness 
of the test is lacking as well as the process of administration of the 
test-taking itself. 
Uh-huh . 
So I rea lly think that the standardized instruments, certainly for our 
population have very limited usefulness and validity. Even the rating 
instruments don't have very much usefulness in that regard . Even 
something like the CARS, the Childhood Autism Rating Sca le, which 
you would think was designed specifica ll y to rate autistic students for 
our popul at ion has very little usefu lness. It is a 4.0 rating sca le where 
1.0 is a typical student, and, 2.0 is mildly effected. 3.0 is moderately 
effected, and 4.0 is severely effected. I would say that al l of our 
students, except just a very few--fall between 3.5 and 4.0. So you are 
not able to differentiate very well in scoring at all. It is useless. 
275 
Stephen Shore: 
Dr. Higashi: 
Stephen Shore: 
Dr. Higashi : 
Stephen Shore: 
Essentially what I get is teachers rating students all of the way from 
1 to 4, and I say, are you really talking about a typical 12-year-old? I 
mean, let me bring in the typical 12-year-old. You know, this is-- no, 
this child is just the highest in your class. Not a typical 12-year-old. 
So, you know, I mean, you really can't use many of these rating scales, 
except for SSI or DMR eligibility to show the severity as compared to 
a typical population. But not internally, to assess functionality among 
our population or to describe our students in a nuanced way. 
Now, I use them, some of the instruments for relative purposes and 
the other clinicians also use other tests that may work with a sampling 
procedure or at times direct testing when the nature of the response is 
more easily obtained. For me, qualitatively, there are some instruments 
that I use that allow me to say some kinds of thing, and there are some 
instruments that I use to establish certain kinds of baseline information 
for our own purposes which can sometimes give us some qualitatively 
interesting information. So I use the CARS and the Vineland which 
are report scales. For tests-- for tests, I use the new Stanford-Binet V 
or the K-BIT for cognitive tests , the PlAT for achievement tests or 
sometimes some Woodcock Johnson subtests. For non-verbal tests , I 
use the Leiter, and I actually like the older version better but I can give 
both. 
Uh-huh. 
I use the Beny Visual Motor Test, because that is relatively clear for 
fine motor skills. 
That is interesting. I do use the Peabody Picture Vocabulary Tests 
sometimes, because you can get a pretty clear non-verbal of receptive 
vocabulary without going over into concept formation fairly well 
compared to something like the OWLS, or other tests that go over into 
concepts, concept words too quickly. Words like "fruit" way too fast. 
As opposed to "apple." It is just too hard to differentiate concepts 
from words 
But the child has to be able to refrain from pointing too soon and 
then to have a clear pointing response, not just an amorphous tapping 
or a position response or perseverative tapping . 
Yeah. 
And sometimes I use the Gray's Reading Test, although l like the 
Peabody (PlAT) better because of the humor if the child has the ability 
to understand it, then it captures their attention a bit better. We try to 
look a little bit at the achievement test and to look at grade level. 
Right now we have a literacy consultant and have implemented a 
wonderful literacy program. We will be implementing new literacy 
testing and it will be interesting to see the results compared to 
"standardized" testing. 
Uh-huh. 
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Dr. Higashi: And sometimes we are looking to get a quick, eligibility l.Q. for DMR 
purposes. So we need to do a little bit of either Leiter or Peabody in 
order to determine DMR eligibility, you know, kind of my purposes of 
using standardized testing. When l do this testing, I use a model of 
"teacher-assisted" testing. That is, I have the teacher in the room with 
me to assist the student behaviorally to stay in his seat and maintain 
his focus of attention to the task and respond to the question in an "on-
demand" way (as a typical test-taker" would) as much as possible. 
While this is not an independent testing, I feel that it tries to duplicate 
the conditions of typical test taking and to "overcome the "autism" to 
the extent that that interferes with the cognitive ab ility that l am trying 
to assess . For BHS students it creates a situation that is typical of the 
classroom setting and may help them respond in the test-taking 
situation. But you have to be very clear that the scores obtained are 
compromised as scores and not to over interpret them. 
But l feel we have really try to get away from standardized testing 
a lot, because the question is why would you do it? You know, what's 
the reason? So I try to say functionally, what are you testing for? 
What are you looking at? And most of our testing, you know, is, if it 
is to satisfy something like DMR, you know, we can do that, 
detennine eligibility for something, for some purpose. But, mostly 
what we are looking at is functional skills, and that is purely 
observation assessments. That is, we can do a much better assessment 
of a student by observing the student in a variety of settings and 
describing how the student is and what he can do and what type of 
assistance or situation is needed. 
Stephen Shore: All right. What do you see as the unique strengths of your 
method? 
Dr. Higashi: Oh, there are so many. First of all , maybe that we have an overall 
consistent philosophy and that therefore the methodology that comes 
from it has a fim1 basis . This is powerful because it allows us to 
understand and explain what we are trying to do . We can train new 
teachers and have consistency and support each other. At the same 
time, because it is a philosophy that underlies the methodology, there 
is constant growth. It is not static. The constant philosophy provides 
the basis and the methodology can change within ways that continue to 
support that philosophy. In communication, for exampl e, we have a 
whole language approach with totally integrated services and language 
teachers specia li zing in lessons and supervised by a speech and 
language pathologist (which used to be considered a radical departure 
from I; I therapy) which fits our model of group dynamic learning. 
But our methodology continues to grow using new technologies as 
they develop including Big Mac switches and Mini Mo devices. 
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Then, I think that students learn what we call the daily rhythm of 
life and I think this is a very important aspect to regulate before trying 
to help a child with anything else. Our emphasis on this and the DL T 
approach is unique. Regulating a child's biological rhythms like 
eating, sleeping, exercise, patterns which enable them to organize their 
basic biological functions and set their biological clocks which 
prepares them to not only to be healthy, but to be awake and to be 
ready to learn. I think that is very basic. Regulating their biological 
functions are very important. It teaches them very strong adaptive 
skill s through daily living, hygiene, chores independence in dressing 
and undressing, showering, self-care skills all follow from the most 
basic skills of eating, sleeping, and going to the bathroom which start 
first and foremost with vigorous physical exercise. That is what Dr. 
Kitahara recognized somehow and it was absolutely right, 
unbelievably right. 
Vigorous exercise leads to all the rest. And no one can get there 
alone. Because, even a very "hyperactive" child doesn ' t tire himself 
out alone, but with structured vigorous exercise, they do get properly 
tired out, which leads to the condition for creation of a good biological 
rhythm of life and then a good emotional and cognitive condition for 
learning and enjoying one's life. 
A highly unique aspect of the DLT approach, one that the Boston 
Higashi School is widely known for , is that our students are not on 
behavior controlling medication. This is based in our philosophy that 
students need to learn self-regulation and to do this they need to be 
able to be in touch with themselves and to be fully aware of 
themselves and what they are experiencing. Without the lethargy and 
other unwanted and often unpredictable side effects of medications, 
chi ldren can naturally respond to and learn to accept all sorts of 
sensory integration experiences and control their behaviors within the 
DLT approach because of the vigorous exercise, close bonding, high 
structure, and group dynamic teaching. 
Next I think our group teaching approach is unique, mingling as it 
does the Japanese and American group dynamic classroom teaching of 
"heart-to-heart" education advocated by Dr. Kitahara . The essence of 
teaching in a group depends on the bonding between teacher and 
student and the period of " initial stage guidance" while this happens 
within the group so that group teaching can be successful. The school 
organizational structure is uniquel y desi gned to promote consistency 
and routine for the students, which helps them programmatically, as 
teachers are with their students all day teaching daily living skills as 
we ll as academics and behavior and all staff fol low a consistent DLT 
methodology. The division structure of "cooperating" specia l subject 
teachers for each class, allows extra help for a class as needed by a 
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teacher highly familiar with the students. 
The group dynamic approach is uniquely suited to teaching autistic 
students because it naturally addressees their basic need to leam 
socialization skills . Teaching 1: 1, adult to child, is stressful because 
there is an inherent "pressure" to answer, an "on-demand" quality, a 
"no place to hide" situation that may inhibit the very ability to answer 
that you are trying to foster. In a group of peers , everyone feels more 
relaxed. The ability to learn by imitation and repetition is fostered by 
watching one's peers and confidence is built in knowing what to 
expect and to do, how to answer, by seeing the group model. (This is 
true for us neuro-typicals too, of course - just think of most of us 
speaking before a group or being in the audience.) By leaming with 
one ' s peers, one leams from one's peers and one relates to one ' s peers 
in tum taking, sharing, making eye contact, paying joint attention to 
tasks and playing games and having fun together. 
Along with no medication, vigorous exercise, bonding and the 
group, a unique aspect ofteaching behavioral self-regulation at BHS is 
the use of "basic postures". We teach "attention", "at ease", and "make 
a pose" as ways to stand and sit, used all day long, all the time to gain 
attention and follow any direction as well as to be calm. We use no 
punishments or time out, or consequences (negative or positive, no " if-
then" contingencies). If a child needs to move a little further away 
from the group to avoid disruption and calm down, to get a drink of 
water, he is quickly helped right back into the activity. It is neither a 
reward nor a punishment to miss an activity. Let's just help you gain 
control and resolve the problem and do what ' s next. We find that even 
very "disliked" activities, foods, the noisy gym, crowds, walking on 
grass, whatever it is - can be helped to be overcome with good support 
in this model and that that is what teaching is all about. To leam to 
broaden one's experiences and to leam about and to understand all 
sorts of expectations without undue anxiety and to have fun while 
doing it, is part of our educational miss ion. It is unique, I think, to have 
absolutely no contingency expectations. 
Our emphasis on the arts in our program is another unique strength 
of our program. Not only is vigorous physical exercise a part of the 
program, but PE, art and music are equal to academics as subjects, 
taught as skills and areas of knowledge. In a sense it is a renaissance 
education. You know, our kids are not couch potatoes. We don't 
believe in couch potato education. Recent research has shown the 
importance of these areas of the brain in waking up the brain for all 
leaming and has validated the importance of teaching these areas-
they are not "frills " . At BHS they have always been a part of our 
CORE curriculum. It is also uniquely important at BHS to teach skill s 
in context, to teach everything in context. That way everything can 
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generalize better as leisure skills to home, to the community to play 
with sib lings- and I think that is one of the unique strengths of the 
BHS program. That is what our parents tell us . 
Another unique strength of our program is our vacation policy 
(although not everyone might agree with me on this one). This is 
philosophically based. By design, BHS has vacations and our parents 
work as our partners. Dr. Kitahara said that she "held up typical 
children as mirrors" to see what she wanted to accomplish for her 
students. We see our job as trying to help our students be able to 
participate better in their families and communities. To do this, they 
have to go home regularly, to maintain strong ties. We try to work 
with families and siblings. We want our students to learn to do the 
things their siblings can do - eat out, ride a bike, go to a family party, 
travel on a plane, wait in line . We try to normalize a lot of activities 
here at school too for just that purpose, we have expanded PE not 
"adapted" PE - a mother told us that her son was able to brag about his 
brother to his friends because he could use the family pogo stick a lot 
better than some of the other kids in the neighborhood and that just 
helped him feel proud of his brother. By having skills and self-
confidence, the youngster was better able to play nom1ally in the 
neighborhood with his sibling. 
We have developed another unique program called the Emergence 
Program which is unique both in its living and in its working aspects . 
We were able to renovate a building on our property into 6 townhouse 
units for 4 students each, modeled on group living units that they 
might encounter upon transition. This will prepare them adult life. 
Meanwhile students work in jobs, in the community, that can be in a 
wide variety of settings. They have bank accounts, they belong to a 
community gym and in general work on a lot of the skills they will 
need for transition. 
Meanwhile, quite a few years ago, a group of parents got together 
and decided to try to work together to open a group home for their 
adult children upon graduation from BHS so that they cou ld continue 
using the model of DLT for the rest of their li ves . That effort was 
successful. Since then, we have helped several more groups of fami li es 
follow this model, on an almost year ly basis and this is probable quite 
unique as well. There are many parents getting together and 
specifically looking for group homes, setting up group home living to 
carry on the Higashi program, because they really see thi s as a way of 
life with independence, with activity, with healthy eating, with 
community work, with community exercise, so that their kids are not 
shut away, but fully participating in their families and their 
communities and being a part of li fe. That they are not going to be in 
sheltered workshops, that they are not going to be shut off and doing 
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meaningless work, that they continue to enjoy life and have real and 
meaningful participation. 
So I think that is a unique strength, that they want their kids to 
always be out there, to always be participatory, to always have a sense 
of belonging, to learn to get along, to learn to be able to function, to 
learn to be socially appropriate so that they can enjoy their families 
and their families can enjoy them. Our transition services are very 
strong, very well organized and helpful for our parents, who come 
from many different states and parts of the world. We start early with 
each family and work individually to help them begin to plan. At 
transition time, we do a big folder for each young adult that shows so 
much about the person and then we conduct a lot of follow up and 
offer help if needed too . Our graduates remain a part of the BHS 
family. Many come back for our events. Many agencies tell us our 
services in this area are a model of how services should be 
coordinated. 
Our events may be another aspect of the school that is unique, 
come to think of it. We have a big Sports Day in October, Winter 
Music Festival, Annual Celebration, and Bon Dance in August. These 
celebrations involve either family participation or student performance 
on a large scale. Our Annual Celebration involves a music and PE 
performance on stage, with costumes and lighting, in a high school 
auditorium, before an audience that can number 800. Students learn so 
much in many ways. An overall highlight, however, may be in self-
confidence and self-esteem- to be on stage and to be self aware of 
making your family proud and to feel proud yourself. You can see it is 
each child's eyes! 
And that is at the heart of the DLT method because we do not use 
an 80% or 4 our of 5 trials way of teaching. We use I 00% con·ect with 
whatever degree of support is needed to help the child succeed and 
then fade the support. So if the teacher escorts the child across the 
stage on the bicycle or lets go half of the time or just runs behind the 
child or the child rides himself, the child feels success in each case. 
We don ' t teach by " trials" we each in context by success and by 
mastery . An by doing normal every day activities that kids want to do 
with their siblings - riding bikes, playing the drums, being on stage in 
costume in a play. And we have a lot of parent collaborative activities 
and sibling day activities - I don ' t know if these are " unique" or just a 
very good aspect of our program that ought to be spotlighted. We have 
a very flexible model of parent collaboration, from Parent Study 
Meetings, which are either workshops or presentations, to frequent 
regular teacher-parent communication and observations and trainings 
on an individualized basis. We run specially designed sibling activities 
as well. 
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Stephen Shore: 
Dr. Higashi: 
Stephen Shore: 
Dr. Higashi: 
Stephen Shore: 
Dr. Higashi: 
Uh-huh. 
So we teach things that can carry over--
Right. 
--to life. So I think those are the main things. 
Great. What about your method differentiates it from the others? 
Well, All of the things I mentioned that are unique strengths 
differentiate it from others too. Let me make a list and then we can 
discuss some more ifyou want to. 
We are multi cultural: a Japanese-American program in conception 
now, originally a Japanese program but Dr. Kitahara was very open to 
change, stating that the philosophy was grounded and the methodology 
advanced as new learning advanced. We also have staff from other 
cultures and that enriches us fut1her. We maintain close ties to the 
Tokyo school and value their child development and educational 
perspectives. We have a very dedicated, very high-energy staff and we 
are committed to a multicultural approach, which I think is a big 
strength, because I think there's a constant interchange of ideas, an 
intention in the multicultural perspective itself in keeping new ideas 
coming in, balancing tradition and change. 
Our staff has to have very high energy due to the very physically 
active nature of the program - the vigorous physical exercise, not just 
the daily jogging but there is exercise all day long in the way our 
program is structured. Students move around a 56 acre campus, none 
of our students have class in a single room, they have access to 
specialized rooms for art, gym, music, computer, cafeteria, a 
wonderful half mile nature trail with fitness stations, game fields and a 
sledding hill in winter, a room we use for leisure games and as a 
library, various other multipurpose indoor and outdoor spaces. We jog 
and play in the halls. No one says "don' t run" very often at Higashi! 
We are a fast-paced, lively program with up-beat mood and energy. 
I think the high energy is necessary and differentiates BHS staff. 
But that is part of our self-selection. The fast-pace is programmatic 
and differentiates us as part of DLT® . By always knowing what is 
next, what to expect, what is going on, what is happening, by always 
having something happening, our students have something to keep 
their focus of attention engaged. This keeps their minds active and 
engaged - with less off task stereotypical behavior. It is not too fast. 
The student has time to process , there is a lot of repetition , a lot of 
structure and routine, lots of prompting and time for the student to 
initiate. But there is a sense of being positive and having fun and there 
being lots of opportunities for movement - so that when there is the 
requirement to sit still at a desk, it is ok to do that too because it isn ' t 
the only thing going on all day. I think the total amount of opportunity 
for movement would differentiate us from other programs, as well as 
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the fact that this is part of the educational philosophy. 
The high physical energy canies over to staff being very 
enthusiastic, to the staff tending to have very high-energy personalities 
as well. This is great for how we try to teach in DLT using the group 
approach, with very stimulating and interesting classes, highly 
structured but very dynamic, with the teacher in front of the class. We 
don ' t have any desks for teachers in the classrooms. They don ' t sit 
down. They move with the kids all day long. It is intense for the staff 
as well as the students. I think our staff differentiates our school from 
any other program. Our teachers not only teach academics and 
behavior but lunch and toileting. They teach their students everything. 
That is the essence of bonding. It is full caretaking. It develops full 
trust and understanding. It is on this basis that teachers are able to 
encourage students to trust them to take the "risks" to try or do 
something new - to eat something green, to go into a noisy or crowded 
room, to use the toilet. Although this is not "measurable", we think the 
level of bonding differentiates out program. We have had the 
experience of young (3-4 year olds) children who have not seen their 
parents for a while, students in our intemational program, greeting 
their parents much more affectionately than ever before after just a few 
months at Higashi , because the bonding has happened and then can 
transfer/generalize to parent. 
Daily Life Therapy® is a different method than any other. It has a 
registered trademark because it is taught at only two schools - at the 
Boston Higashi School and the Musashino Higashi Gakuen in Tokyo, 
Japan. I think I alluded to those basic elements: the three pillars of 
vigorous exercise, emotional stability through bonding and group 
dynamics and intellectual stimulation. Along with this we use basic 
postures for self-regulation and have a totally "no-consequences" 
based approach to behavior management. We do not use medications 
for behavior regulation. Students who apply who take medication for 
behavioral regulation, need to be weaned from their medications by 
their doctors if they attend BHS. These aspects of our approach all 
differentiate BHS from other programs. 
Our approach is highly consistent across both the day and 
residential program. It is a 24-hour program, with goals implemented 
in both settings. This means that, for residential students, skills taught 
in the classroom school setting, can be practiced in the more relaxed 
residential setting which also helps in generali za tion to the home 
setting. The degree of consistency is further canied out to parents 
through our parent collaboration-programs. This is particularly 
important because our approach of DLT is so specific for the students 
and they can follow the routines so well with consistency that 
generalization across setti ngs can occur. We want our student to 
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participate with other siblings like any other family member, that is the 
goal of self-regulation for us, in how we teach our students and 
parents . And many times parents tell us about this success. One parent 
told us that that he took his son up to the window at Friendly 's to get 
ice cream and as they was walking away eating their cones another 
man came up to them and asked if the boy was autistic and where he 
went to school. When the father said "Higashi" the man said "I 
thought so, we thought about sending our son there but didn ' t and now 
he's sitting in the car and we have to go and get the ice cream for 
him" . 
I think that we are a very open program. Anybody can come here 
any time. Anybody can learn from us and we are always willing to 
train staff working with our students outside of school hours, coming 
from other agencies or babysitters or whatever. We want to teach you, 
talk to you and train staff working with our kids at home and we are 
open to an exchange of ideas. But we are always willing to have 
visitors come through our program to look and see what we are doing. 
We have no closed doors. I am not sure all other programs are that 
open. We never say "you will disturb" our students. We think it is pat1 
of what our kids need to learn: to have visitors and to be sociable and 
then to go back to work. 
You know, we have certain principles that we believe in. We 
believe in a non-medication approach. But if somebody some day 
comes up with a cure for autism with medication that works, we would 
be open to that. We are against chasing fads , but we're going to be 
open to a cure. You know. But we want to focus on what works . 
Right now, that is education. We look at and evaluate new 
methodologies, you know, new principles about things, new 
technologies. But we're careful about " fads" . Exaggerated claims 
made for something for everything from ADHD to Autism to the 
common cold. Let's see the real science if you are pushing a product, 
don't just try to "snow" us with fast talk. We have certain principles 
that we really believe in, you know. We see the side effects of 
medication: Sedation, mood swings , aggression, weight gain, 
diabetes , -- I mean , there are all kinds of down sides to medications, so 
there are reasons to be concemed. And the use of che lation and 
potentially toxic quantities of vitamins/minerals based on a "theory of 
cause" which is itself unproven is dangerous not benign even if we ll 
meant. ! understand the sense of urgency but! don ' t hear comparable 
regard for the risks. But when there are other kinds of things that seem 
to be effective, based on serious independent research, we will look at 
them. We try to communicate with parents to work together. So I 
don ' t know if our way of deciding about new approaches differentiates 
us from others: we have an executive and programmatic review 
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Dr. Higashi: 
Stephen Shore: 
Stephen Shore: 
Dr. Roberts: 
process because our program has both a philosophical consistency and 
a methodological way to grow. 
Right. Great. 
So I think that is a strength of our program. 
All right. So it is 3:00, and we both have to go, so I will shut this off. 
[End of interview] 
Question five: Is there something you learned from your research 
and experience that has separated you and your work from others, 
perhaps causing you to create a new belief or theory? 
Well, I think one of the things that is really interesting about our 
experience in research and in educational practice is that here at 
Higashi it has led us to view our approach as educating children 
according to the sound educational principles which match their 
autistic teaming needs, which are those of Daily Life Therapy. That is, 
Dr. Kitahara created a new theory as well as a new educational 
methodology based upon the same observations, so that they have a 
coherence to them, a meaningfulness for why they work together. The 
educational methodology is what I have been describing to you as 
practiced at the Boston Higashi School as well as at the schools in 
Japan and is based on the coherent philosophy. And there is a sound 
theory about autism that is also important here and that is that Dr. 
Kitahara believed that although all children with autism were 
developmentally delayed based on neurobiological factors which 
resulted in social and language deficits leading to high anxiety and a 
desire to preserve sameness and rigidity, that they were also just 
children too, and therefore like "normal children" and in that sense 
deserved to be educated in that way, in a nom1al way and therefore she 
"held up a minor" to see how to educate a child like a normal child 
and that is the approach that we take to children with autism too. That 
is, we are not about deficit conection in our educational approach, we 
are engaged in the process of educating the whole child, and we feel 
autism is not an " illness" that a child has. At least, that is not how we 
view it in the educational process . 
It is not a disease that a child has , but it is a condition that is a part 
of a person, that in some ways influences aspects of the entire person 
and is part of the entire person's personality and is expressed 
throughout the entire person's way of being and is something that the 
entire child grows and lives with and copes with and learns with , and 
therefore, is part of the whole child's development and is part of the 
way the child is- a state of being, an aspect of temperament as well as 
developmental delay in various domains ; and therefore , what we do is 
to provide education and not therapy in each area not only of delay 
but overall , including areas of strength as well. And I think that makes 
us really radically different from the approach of most of the other 
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modalities that treat chi ldren with aut ism. Even the word "treat" is not 
something that we do . We don't see ourselves as treating as providing 
a treatment program but an educational program. 
We really provide education and-- it separates our work and yet 
really it goes all of the way back to Hans Asperger; he was a doctor, 
but if you read his work, he talks about the fact that what is most 
appropriate for these children is not treatment but education. 
Stephen Shore: Uh-huh. 
Dr. Roberts: A lot of people are probably not as aware, until at 
least Lorna Wing published her work and that is what she 
recommended and said, and even despite that maybe people weren't 
giving a whole lot of attention to that, to have read Hans Asperger's 
work closely, but it supports our way of thinking and certainly lends 
confirmation to our way of thinking about it or is consistent with our 
way of thinking about the relative importance of education versus the 
medical model of treatment for autism, that that is what is appropriate 
here, because, it is a condition as opposed to a disorder. So the support 
for Dr. Kitahara 's view goes back to the very beginning of the 
"discovery" of the condition of ASD, ifyou wi ll , although at that time 
those works were not translated into Japanese so Dr. Kitahara 's views 
developed independently and were later found to confirm each other. 
Lorna Wing, I believe, still takes the view that education is the 
important modality for progress for those with autism in her recent 
work (in non-published papers I have recently seen on catatonic 
autism). 
But, just to tie this together, DL T is not an educationa l approach 
for deficit co1Tection but to educate the entire child because autism is 
not viewed as an illness but developmentally as a part of the child in 
the way the child is growing and all of the child 's learning needs will 
be adapted, including strengths, so the chi ld can learn optimally in all 
areas including socially, emotionally, academically, the arts , 
physically, behaviorally, in self-care, vocationa ll y, and in any other 
area of li ving. It is an educational theory not a medical treatment. 
Stephen Shore: Can yo u tell me a little bit more about why you don't engage on 
one-on-one teaching support or education? 
Dr. Roberts: We ll , actually we think that we have a lot of different reasons for it, 
but primarily because overa ll we think it is not as effective as 
classroom teaching. 1 think your question means that we don't do pull 
out I : I service provision but instead provide service delivery on a 
consu ltati ve collaborative model because within the classroom itse lf, 
during the teaching process, each child gets quite a bit of one to one 
attention and support and that is an important the group process of the 
opportunity for imitation leaming. But the question of 1: I teaching has 
been a big, big debate in the fie ld in the past, particularly the 
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recommendations for it that come out of hospital reports (quite 
naturally what therapists would recommend) although I have recently 
noticed some school in the area who now also offer the consultative 
collaborative model rather that 1: 1 services but I have not had the 
opportunity to ask why they have made the switch. 
Some of the difficulties with pull out learning are 
1) You are putting your child on the spot, creating an "on demand" 
situation to answer a question, which can be difficult, creating anxiety. 
2) You're forcing a child just to relate to an adult in a very unequal 
learning situation, which is a rather authoritarian learning situation and 
a situation that can make someone uncomfortable; very often this is 
exacerbated by the physical aiTangements - table and chair in a corner 
so the child is virtually trapped; 
3) There is a kind of forced eye contact situation which can be 
somewhat threatening and uncomfortable for chi ldren with autism; 
often this is prompted by the adult working very seriously with the 
child. 
4) You don't get to use really your imitation skills in the most 
natural and comfortable way possible by looking at your peers and 
seeing what other people are doing. The feedback comes from the 
teacher and usually from a token/ food/ of choice of "break" reward. 
5) The activity is usually repetitious and "out of context" rather 
than a meaningful whole activity that gives satisfaction in and of itself. 
But our view is that there are many advantages to group leaming 
and that within group learning you can provide just as much 
individualized attention and pay just as much attention to the 
individual needs and goals of a child and pay as much attention to 
meeting the benchmarks of the IEP as you can in the pull-out one-to-
one services and yet provide all of the other benefits that come from 
group learning which are: 
It is so much easier to imitate peers who just are a little bit ahead 
of you or maybe even stmggling with something that you have just 
about mastered so that you can see the steps that they are reviewing, 
and say, oh, that is what I did, that is how I can almost do it, and by 
reviewing that, then move yourself onto the next step or watching the 
group do it and feeling emotiona lly comfortable so that then you can 
try to do something because all of the attention is not on you so that if 
you make a mistake you don't feel embarrassed, or if you are afraid to 
do someth ing and everybody else is doing it maybe it is not so scary 
for you , because it is fun to do things in a group and because it is 
usually very stimulating, and, the experiences are a lot more 
entertaining if they are done in a group. 
So there are a lot of reasons why group learning is a better 
environment, and as I said, I think you can get just as much of a 
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Stephen Shore: 
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teacher's attention within a group lesson, with a good teacher and a 
well structured lesson. As an example (a real example), at lunch if 
everyone is eating salad and one child is a very selective eater and 
doesn't eat anything "green" but his classmates all do and his teacher 
does and nothing bad happens to them and his favorite potato is right 
there for the next bite maybe he can try that little piece of lettuce on 
his fork because he really is hungry from jogging and science and 
music this moming, and when he tries hard he knows his teacher is so 
proud of him he feels so good inside himself he gets wiggly. And his 
teacher will work on this throughout lunch for as long as it takes, an 
extra 30 minutes, severa l months, food by food , as confidence is built 
with the group and individually. 
So I think there are a lot of reasons for not teaching in a pull out 
one-on-one but for using one to one support and attention as needed 
within the group context. We use our consu ltative co llaborative model 
to individualize services for all of our students as needed. 
We do not do 1:1 in a therapy context. Often, as I said, I think that 
a one-on-one model is done much more within a kind of "therapy" 
model, or within an "adaptive" model of teaching such as contingency 
teaching (such as ABA which uses tokens and rewards for conect 
responses). This is not a normalized teaching model and we believe 
that autistic children can leam within classroom teaching strategies 
when materials are presented at appropriate levels . We feel , rather than 
providing therapy, we are providing education. 
We think that autistic children need to be taught at their 
appropriate developmental level taking account of their leaming needs 
which show certain underlying commonalities despite the wide 
variances in cognitive levels they may show due to the nature of the 
autism spectrum disorder difficulties they have in common. It is our 
respect for this within each child and our determination to educate the 
whole child that keeps our focus on group learning models. 
Okay. That makes sense. All right. Six: If yo u were to consult or 
do a workshop with persons using your approach, what are the 
two or three things that are essential for others to learn about your 
work? 
Well, the first thing 1 would say is that, the first thing we do is that we 
teach in groups . 
All right. 
As I said , and I think that that is very important. We teach in a very 
vigorous way that is a high stimulation environment, and that we really 
try to have what we call a nonnali zed schoo l environment so that if 
you come into our school and look at our school , you are going to see 
a school that you can recogni ze as a school. You are going to see 
classes and kids moving from room-to-room and you're not going to 
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see, kids sitting in the same room all day or in very small groups of2-
3. It is not going to look like a "special education" school. It is going 
the look like a typical school with a lot of fun . Kids going to art 
classes, music classes, gym classes and it is going to look like the kind 
of place where your typical son or daughter might say, "hey, I want to 
go to that school", and for good reason, because kids are learning and 
having a lot of fun (and, in fact , a lot of the siblings of our students do 
say that they wish they could go to school here too because of all the 
great activities and classes we have). And we think that is one of the 
things that makes this school very special. 
The other thing that I think that is very special about our approach 
is that we teach a lot of self-regulation to kids, and we have very, very 
high expectations that kids will really learn to manage self-regulation 
in a whole variety of areas , and, we see kids with autism as having a 
lot of trouble with self-regulation from anxiety, from focusing 
attention, from managing the moves and managing motor overflow 
and managing sensory systems and so on, and we use a lot of physical 
exercise and a lot of structure and a lot of organization and order and 
so on to help them self-regulate, but a lot of the teaching, the 
metateaching, if you will , of what goes on here is really teaching self-
regulation. Our school is known for its use of "jogging", and vigorous 
physical exercise is the most basic of the three pillars of Dr. Kitahara 's 
philosophy underlying Daily Life Therapy. This is the most essential 
tool to establish self-regulation of emotions, behavior, attention, and 
concentration. It helps regulate an appropriate biological rhythm to 
one ' s day, making one hungry for good food and helping to overcome 
selective eating and thereby correcting bowel issues as well as well as 
sleep issues. Once these are established, strength, stamina, and 
coordination as well as sensory and balance issues develop leading to 
mastery and a sense of pride and self-confidence. This in turn 
rebounds to positively effect all learning including academic 
achievement and behavioral self-control. It is the basis upon which our 
non-medication policy for the treatment of autistic behaviors rests. 
The third aspect of our program that I would try to convey would 
be the importance of "bonding", what Dr. Kitahara called "heart to 
heart education". She said it is important not just to love the children 
but " to be in love" with the children. We have a lot of visitors who 
observe at our school but it is hard to tell what you are seeing because 
you are seeing the surface, not the bonding but the results of the 
bonding. One of our licensers, an obviously sophisticated observer, 
remarked half jokingly, after watching a group of about 25 students 
practice for an event out in the large field , " there is just one problem, 
they are not autistic" . All of the students followed the group directions, 
ran around, smiled and generally had fun. 
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Stephen Shore: All right. Number ten: In your opinion, where does the greatest 
gap exist in research, which if filled might prove to benefit the 
greatest number of children on the autism spectrum? 
Dr. Robe11s: I think there are two main areas I think that I would stress in that 
regard. One has to do with basic research about the causes of autism, 
and that is that I think that sometimes people are very busy arguing 
over what is THE cause of autism as opposed to talking about what are 
the causes of autism, and really trying to advance the discussion by 
very explicitly taking the approach that autism is many, many things 
and really trying to lay out and tease out the multiple lines that may 
represent autism and to keep that in perspective for people, and that we 
are, in fact, finding lots of causes of autism in separating out those 
factors , and we have made a lot of progress and finding a lot of causes 
of autism. And where we keep saying that autism is growing so much, 
and we're not finding the cause and what is going on, and, in fact , I 
think that we have found a lot of different causes of autism, and that 
there are a lot of others. But I think that we need to recognize the ones 
that we have found and I think that we should kind of make clear to 
people some of that and try to help clarify and differentiate some of 
that discussion . So I think that is one area that I think that we could do 
better in. For example, there is Smith-Magae1mes Syndrome (on 
chromosome 17 which has some specific associated symptoms but 
many symptoms that previously caused someone to be called on the 
autism spectrum and maybe that is still an ASD disorder for 
educational purposes . The same should be said for Fragile X perhaps, 
and Praeder Willi.) 
And the other is that I think that, there's really a gap in research, 
and that wou ld greatly benefit people, to focus research and to focus 
services on, not just on basic research, but on research about what the 
needs are for people lifelong and how to provide them properly so that 
people have the kinds of services they need and understanding what 
those services and health needs are for people for the rest of their lives, 
because as we try to transition our youngsters as they get to be young 
adults into various kinds of programs, we have a lot of trouble even in 
Massachusetts-- and Massachusetts is probably one of the best states in 
the country to do it in-- and we get into a couple of other states, New 
York has some serv ices and particularly if our kids happen to be the 
very high functioning kids, but our kids that are sli ghtl y lower 
functioning, we have a very hard time placing, and when we look at 
services in some of the other states, it is virtually impossible to find 
funding, to find homes, to find resources for where kids can go. And it 
is appalling, and 1 think there needs to be some kind of research on 
what types of provisions need to be made for people to allow them to 
have quality of life for the rest of their lives, to carry on the 
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educational attainments they have made what types and level of 
support services in the community are necessary and how can they be 
provided, and that these are impo1tant areas of research. 
Yeah, it is a big gap. 
So there is a big gap in that, and so it is not just basic research. There 
is research that has to be done about causes, but research about what 
we are going to do for people as they are here and now too. 
Yeah, right. All right. Number 11: Looking at a culture's 
acceptance of children on the autism spectrum, what changes have 
you seen from the time when you started until the present? 
What do you see in the future for children on the autism spectrum 
in this society? What changes in public policy would be most 
useful to enriching the lives of children with autism and provide 
the greatest benefits to their families? 
Well, given my age, the biggest change I have seen is regarding the 
blame game, which fortunately seems to have gone out the window, at 
least from society although many families do at times get stuck 
themselves, if not over the "cause" then over the question of "are we 
doing enough" and chasing fads. But at least the "blame the mom" 
from the Bettleheim refrigerator mother era is gone! We don't believe 
blaming the mom as the cause for autism which is a very good thing. 
That is a very good thin g. 
So that has been a big change. So that is that is good. I think there is, 
also, less shame for families, and that is related to the blame, but it is 
also different from it. Because even without blame, there was one 
period of time, I think, and maybe there still is to come extent for 
people if they have a child who is considered to be less than "perfect," 
people feel somewhat ashamed and inadequate as if somehow, that 
there is some sense of shame attached to that, and if not for the adults, 
certainly younger children in families with-- 1 just talked to some 
siblings today and how they were coping with that with friends and 
neighbors and peers, and certainly, there is a whole lot less of that than 
there was just ten years ago. In some ways our society seemed to make 
strides toward accepting individual differences over the past decades 
and, particularly for children, I think a lot was accomplished in this 
regard . And autism was recogni zed as a neurodevelopmental disorder 
not a mental disorder which ce1tainly helped. Schools have put in anti-
hulling programs, which have helped (as yet unidentified potentially 
ASD) so called "quirky" kids and others from getting picked on and 
helped teachers focus on teaching tolerance generally . There was a 
move toward " integrated" classes , in which autistic students with l: 1 
aides learned alongs ide typical peers , but I have heard very mixed 
reviews from peers frankly about whether thi s creates tolerance or 
frustration . What was positive was the passage of IDEA and in MA of 
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maxim feasible benefit but not of the pull back in funding. Culturally, I 
think there is much greater acceptance of diversity generally and 
autism in particular, at least within the BHS community which is a 
community that spans the United States and is world-wide as well. Our 
students participate in their families and communities because we have 
significant vacation periods. Our students also hold community jobs 
because of the nature of the Emergence Program we have, and the 
extensive preparation leading up to it that we have all the way from 
our earliest expectations for behavioral self-regulation and normalized 
participation really, and we prepare them to keep community jobs 
upon graduation. We participate in conferences that stress the 
importance of outreach. Autism, due perhaps to the explosion of its 
numbers, is clearly in the national consciousness (although I just read a 
very interesting article by Dr. Paul Shattuck indicating published in the 
journal Pediatrics indicating that the number of children diagnosed as 
mentally retarded and LD had declined propmtionally as those 
diagnosed ASD has increased so some of the increase may be what 
school are tending to call certain students in the relatively milder 
ranges.). While everyone looks for a "cure" certainly for the most 
clear-cut cases, we feel that it is most important from a public policy 
standpoint currently that it is imperative that we take the opportunity 
to GET THE CHILDREN OUT THERE for all to see and for them to 
just be a part of normal life. And not only the children but the adults 
as well!! It is easier for the children, who are beautiful. It is equally 
important for autistic adults to be able to be a part of their 
communities, to access all that life has to offer them as well. Public 
policy may not yet be quite ready for this but is has to be pushed 
forward. 
I think for, in terms of changes in public policy in the future, l 
think that we need to have even more support by somehow creating 
safer small communities in societies within our larger society. There 
was a movement some time ago--for creating some of these 
communities where you wou ld buy into a community, and you would 
buy a home, and the community would be created people would have 
homes in the community, and they would be different ages and maybe 
have a common space where people would share meals or share 
certain responsibil iti es, but you could also cook in your own home. 
Are you familiar with that movement? 
No, l guess I'm not. 
It was called the "Co-Housing" movement and it originated in 
Denmark and was promoted in Berkeley CA by Charles Dunett and 
Kathryn McCamant in the 1980s and it came out of the kind of 
commune movement, but it wasn't that people would work there and 
so on, so it was not like they were totally interdependent and cut-off 
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from soc iety or forming their own independent society, but it was 
more that they would be like a planned community that would have a 
sense of safety and a sense of community and a sense that people there 
would kind of watch out for each other a little bit and everybody 
would share and there wou ld be safe places to walk and be a part of 
one ' s neighborhood. The idea has spread worldwide with co-housing 
in The US, Canada, Australia, Sweden Europe, and elsewhere. Maybe 
to some extent it is also on the model of what we have for retirement 
communities to some extent although these are more individualized to 
a large extent whereas co-housing is more group planned and oriented. 
You know, that's the kind of a community where people could be in a 
group home and could travel and could be part of a community and be 
accepted and work and be safe and participate more equally in 
community life. They call themselves "living communities". Often 
they are organized around ideas of sustainable environmental living. 
But they may have social and neighborhood goals as well. It was not 
particularly, or at all specifically for people with developmental 
disabilities, but for ordinary people maybe somewhat idealistic who 
wanted to share a sense of community rather than live in an isolated 
way. People would meet and develop a plan and buy land together and 
set up the community to meet their goals. There is a lot of reading 
material about it, but it could serve as a type of model for public policy 
development in this area . There are a lot of co-housing communities in 
various areas of the United States and Canada. 
Right. 
And it could really, in fact, be integrated, people who are autistic and 
have the capacity to live relatively independently, that is in a group 
home in an appropriately integrated way, might find an option here as 
well ifthere is a public policy to support it. 
Uh-huh. 
But say people who were, relatively high-functioning, but not, totally 
independent. "High functioning' in the sense of having good 
community skills, such as we teach here, not necessarily in terms of 
their underlying cognitive ability but functionally, which is why it is so 
important to leam to be a part of one ' s community and to be educated 
to be able to do that. 
Uh-huh. 
So, you know, so within a spectrum of people who now need a lot 
more help , because society is not terribly safe, but if you could make 
society safer, that then you could provide a lot more independence for 
people than they now have and what 1 would like to see, I guess, is 
ways in which soc iety could change, so that people could have greater 
independence, and in a sense going back nostalgically to the way 
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people used to be through some platmed communities with some 
federal funding. 
Yeah, 1 see 
Yeah, that would be very helpful. 
You know, and maybe public policy could begin to think about those 
kinds of questions. That could be research for another PhD. Thesis al l 
by itse lf, 
And there is actually another question . 
Oh, a ringer. You put a ringer in there. 
Yeah, a surprise question. 
Okay. 
And I asked somebody, and it wasn't written down, so everybody 
gets the question. So suppose tomorrow in the news, there was an 
announcement that they had found a cure for autism, and that by 
putting certain eye drops, anti thimerosal drops into a newborn's 
eyes that you would eliminate the possibility of autism. 
And the question is that you have spent quite a bit of time 
building a career around autism and helping people on the 
spectrum, so what would you do if you suddenly found out 
tomorrow that there was suddenly no more autism? 
That would be amazing. 
Yeah, it would . 
I mean-- I think that would be phenomenal. I mean, personally would 
be phenomenally interested in what the understanding of the brain and 
the brain structures and how that all worked from the, you know, from 
the point of view and mind, body, brain, physiology connections and 
so on since understanding what is going on in the brain and the mind is 
part of my " intellectual" interest apart fro m my "caring" interest, from 
thinking it was phenomenal from the wonderful meaning of joy for all 
ofthe fami lies and children who could enjoy such rich li ves together. 
Oh, sure. 
Because l find the workings of the mind-brain tremendously 
fasc inating. But, from my own personal point of view, 1 am also a 
therapist in my other li fe , so my maki ng a living is not dependent upon 
people being auti stic which is maybe a good thing from that point of 
V IeW. 
Ri ght. 
And I suspect that, you know, other people here, at BH S, would have 
the exact same point of view, because , people here are teachers, as you 
probably saw today at our performance, they are teachers who have a 
great many ski ll s, and they have sk ill s to teach music, art and P.E. and 
academics and computers and whatever else children need to learn . 
And they are all skill ed in their fields , and they cou ld all go out and get 
jobs teaching people, because that is what they do anyway. 
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Yeah. Yeah, that is true. 
But they could/would continue to teach right here. And people, 
children, have to be taught, and that is how we view people with 
autistic, and that is how we view it, we are teaching people. We are 
teaching kids how to grow and develop and learn, and they just happen 
to be autistic kids, but we are teaching kids. So we will continue to do 
just what we are doing. That is what we mean when we say that autism 
is just a part of a child and we are educating the whole child. 
Right. That may be why Higashi is structured the way it is, they teach 
kids. 
Yeah, and that is what we are doing. 
And a lot of them are autistic. 
Yeah, but the education is the same and we help the child adapt and 
learn, whether or not the child is autistic that has to happen. And for 
us, it doesn't matter to us very much, because there might very well be 
parents who would say to continue to teach our kids, because we love 
the way you are educating them and the values you are teaching them 
and the things that you are teaching them, the self-discipline and self-
control, the joy in learning, and all of the things they are learning. 
They are still learning those things, you know. 
Right. 
So, you know, I mean, if they weren't autistic, from my point of view, 
they probably could do more in terms of the kinds of emotional 
insights and language development things that we don't do now, 
because they don't have capacity to do that, so there would be other 
areas to go into. And the school in Tokyo, where Daily Life Therapy® 
started, now has about 1500 students and only about 300 of those 
students have autism, the rest of those students are typical students. 
They go there to get a wonderful education, just as their autistic 
classmates do. So, if there were no autism, the first students to sign up 
here would probably be the siblings of many of our students who come 
to sibling day and tell their parents that they wish they could come to 
Higashi too and have art and music and PE along with academics and 
computers and lots of hugs and positive energy that goes into school 
here all day long. 
Right. 
But, you know. 
Yeah. 
We do a lot of the same things. 
Right. Is there anything else that you would like to add? 
It is clear that we need to go back and review the things that we did 
that I didn't have a chance to think about my answers, obviously. 
Great. 
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It was great. Your questions are interesting. 1 am really going be 
interested in seeing how you structure this and what comes out of this. 
All right. 
As well as getting to do some real writing with other things. 
Oh, yes, we have to do that as well. [End of interview] 
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Okay. We are all set. Okay. 
Your first question is what got you into this field? When did you first 
become interested in autism? Was there a critical event or was this 
commitment to the field developed over time? 
Right. 
I would say it was developed over time. And there were cettain 
previous dispositions toward my becoming involved with autism. One 
of these predispositions was my work with Heinz Werner, 
developmental theorist who provided a framework for trying to 
understand how children progress. One of the neat things about 
Werner's theory is that it is very phenomenal. In other words, it is 
concerned with the "here and now." It draws on diaries of parents of 
children. It compares development in children with schizoplu·enia, 
with brain injury, and he draws broad parallels . But the unique thing 
about what he provided, as well as what Jean Piaget provided, was 
insight into how reality was constructed. In fact , Piaget's important 
book "The Construction of Reality" ce1tainly gets at the issue of just 
how it is that the child begins to put together through the sense 
modalities what reality is all about. So, working with Werner and 
steeped in a developmental psychology, as well as from a clinical 
standpoint, was sort of a precursor for getting more interested. Then 
the next step in my career had to do with working with profoundly 
disordered, retarded children at Wrentham State School where I had a 
laboratory. And in the course of working with these children, 1 found 
some of the children that, while delayed developmentally, did not fit 
into the same category as children who were more conventionally 
listed as retarded. 
l remember one such child who was fascinated with drops coming 
out of a faucet in the bathroom. I did not find that typically retarded 
children became preoccupied with objects in quite that way. Those 
kind of observations stined interest into what was unique about these 
autistic children. 
The work with retarded children was important, because it helped 
me see developmental processes in slow motion. As I studied this 
population, 1 sought to bring children who were functioning with 30 to 
35 IQs into more appropriate functioning with regard to reading. In 
creating this program, 1 saw what was required before the children 
could move from one stage of development to another. 
lf there was a critical event, it had to do with the unique existential 
challenge that autistic children provided. As you know, many of the 
children are very beautiful , and look quite nom1al. For me, their failure 
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to respond emotionally was a significant challenge that mobilized my 
best efforts to help them make human contact. 
Their behavior was in effect saying to me that I'm not going 
Respond. My response to that was I'm going to help make it so that 
you do respond. That challenge, that dynamic, fueled a lot of my early 
work, and probably continues to have an impact on me to this day. 
My background in developmental and clinical psychology 
prepared me for this work, and the emotional challenge that the 
children provided got me applying my knowledge to their issues. 
Each of these children confronted me with basic issues such as 
what it takes to be human. Digging deeper, what is it. That makes it so 
difficult for these children to make human contact and to make sense 
of their surroundings. Now, moving on to hallmark events, there 
were several. One had to do with observing children while consulting 
and noticing how they reacted when they came across some stones, 
across the ditch and how children who were previously out of it 
became more responsive when they picked their way across the ditch 
by walking from stone-to-stone. And then that led me to placing 
planks across and noticing that they became more focused when that 
happened. So that was kind of a clinical insight that these children can 
be brought into better focus if you can altar their environment in a way 
that, uhm, makes it necessary for them to focus. So that was one point. 
And that, of course, led to our using boards across tables in our office 
and ultimately beginning to use sign language and obstacles and so 
forth which helped the children to become, uhm, more responsive. 
So that was-- and in terms of, uhm, what experiences were the 
most challenging or was most rewarding, it was immensely 
rewarding to see the improved functioning of these children and their 
ability to begin to take in sign language and even some of them to 
produce utterances in the situations which we devised for them. Now, 
moving on to question three: Are there any parts big or small in the 
original theoretical orientation that you rejected over the years, 
because of what you learned from your own research or that of 
others? 
Well , what comes to mind on this is the original notion we had 
which was that if you elevated the children, that was all you needed to 
do, that they would become more aware , more focused. At one point l 
felt that if you simply had elevated structures throughout their homes 
that they would maintain the degree of focus that we first saw. And 
this was not the case, because it turns out that after they are on 
elevation for quite a while, that they lose the initial , vivacity that and 
awareness that we first saw. So 1 had to reject that notion that the 
elevation by itself was going to do the job. And the insight which led 
to abandoning that as a major theoretical base was the observation that 
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simply repeating an activity, (and I have a picture of this in my book 
"From Rituals to Repertoire,"} which shows a chi ld-- Yeah, 1 don't 
know if the camera can see this. Maybe you can home in on this . 
I will hold the book closer to the camera. 
Okay. Now what you see there is a little girl who was repetitively 
going around upstairs, across a plank suspended between two stairs, 
and going down. And the insight which led to an important 
breakthrough was the observation, but was based on the observation 
that while initially she had to be led through the whole system. Once 
she got down from the stairs, she had to be led to the next stairs in 
order to continue through the activity. What we observed is that after 
a certain number of repetitions when we stopped holding her hand, that 
she continued her journey all by herself. And that was, for us, a major 
insight, because it taught us that simply through repetition of an 
activity that a chi ld could begin to take in facets of an activity which 
we began to refer to as "systems." Now, the immediate outcome of 
this insight was that 1 started thinking about systems, which are 
organized chunks of behavior. At first I felt that these systems only 
held for the e levated structures. And that the only way you could get 
these children to be organized in some meaningful way was by using 
these structures. But when we saw this little girl start to connect one 
space to the other on the ground, we realized that systems could be 
formed on the ground independent of elevation. That elevation was 
useful for getting focused behavior stat1ed, but it was not critical for 
forming systems. Soon I found indeed that you could set up systems 
involving the body activity, picking up, dropping, exchanging things 
with another, and so that we extended the concept of systems to 
include all facets of functioning, whether it was directly involved with 
an object or whether it involved another person, that these became 
interactive, repetitive systems that the child could assimilate. So that 
led to a major shift in our understanding and opened up the doors to 
introducing a whole range of interventions based on systems theory. 
Now, let me comment on systems. It is being-- you asked here, 
uhm, what is the hallmark finding from research-- l wou ld say that the 
use of systems, the understanding of systems was probably the single, 
most important event that, uhm, became uncovered over the years. 
And while others have talked about schemata. Piaget talking about 
schemata. Werner talking about schemas, and they were all refetTing 
to something which is vaguely like what I am talking about, we were 
the first to use, to exploit the dynamics within systems to achieve gains 
with the children. By this 1 mean that once a ch ild had organi zed 
certain behavior with an object or with a person that we found that by 
intenupting that activity, that the child had a need to maintain it. And 
that need to maintain the activity became the fulcrum on which a lot of 
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successfu l intervention took place. The reason for that being that 
when the chi ld produces an activity follow ing inteJTuption, wh ich is 
what we call a compensatory activity, that that activity occurs in the 
absence of the original stimulus. So that the chi ld is producing a 
behavior that looks very much like intentional behavior, even though it 
is premised on the prior formation of a system. So the concept of 
systems, a realization as to how important they were, the 
understanding that for many chi ldren the systems dictated their reality 
was perhaps the hallmark insight in all our work. 
Now, item five says: Is there something you learned from your 
preliminary research and experience that has separated you and 
your work from others causing you to perhaps create a new belief 
in your theory? Yes. I would say the insight about systems, and 
the notion that these systems were actually the reality for these 
children when they were captured by a particular system, led us into an 
understanding of how the children were functioning, and in a sense 
allowed us to get into their umwelt -- or world around them. To my 
know ledge, ours is the only approach that makes a consistent and 
concerted effort to get inside the reality of the chi ldren to find out what 
it is like for them so that we may then introduce interventions that are 
relevant for that particular child. 
Now, if I were to consult or do a workshop with persons using 
the Miller Method, what are the two or three things that are 
essential for others to learn about your work? 
One, we feel that when someone grasps the concept of systems, 
and understand that these systems apply not only on an action level, 
but they also take place on a perceptual level and on a conceptual 
level, that they will begin to see the range and scope of that particular 
concept. They need to understand, also, that systems operate in a 
lateral direction which has to do with how chi ldren so lve the problem 
of detours, solve problems and also in a ve11ical direction as they leam 
to use systems to make transition from one level of functioning to the 
next as they move from objects to pictures and spoken words . So 
those are two of the things that we fee l are essential , in developing 
systems theory. We also came to the view that in order to help these 
ch ildren that you must not only inteJTupt their systems, but that you 
have to help them sys tematica ll y expand them so that they learn to 
perform the activity not on ly w ith one person, but with other people, 
with different objects, and so forth. 
What are some expansions that you would use? 
The expansions have to do with performing an activity with people, 
with different people. Because as you know, some of the kids get 
stuck on perf01ming it one way always. You have to shift location so 
that they leam to perfonn the activity not just in one place, but in other 
300 
places, as well as at home. They have to perform the activity when the 
object is given to them from different positions, and so that they don't 
always expect it to come straight on. And they have to learn to 
perform the activity with different objects. So those are-- the 
acronym which has developed is referred to as P-L-0-P, position, 
location, object, and position, or people location, object, and position. 
So those are important expansions because they prepare the ground for 
generalization, and as most people working with thi s population know, 
the major difficulty is in generalizing what they are learning from one 
situation to another. And if you train the children to perform the 
activity using P-L-0-P, then you are halfway there to helping them 
with generalization. So that was another important insight. 
Stephen Shore: Item seven: What criteria do you consider to be most valid in 
measuring the progress of students? Please tell me about your use 
of standardized instruments, nonstandardized instruments. 
Dr. Miller: Well, the first instrument that we developed was refetTed to as the 
Miller Umvelt Assessment. And there we would use certain tasks in 
order to get at what the meaning of that task was for a child. A 
suspended ball , for example, uhm, was pushed on a child, and what 
they did with that ball would tell us how they saw the world, how they 
interact with another person, did they use it as a part of a game, did 
they just view it as an intrusive object that pushed away from 
themselves or did they not respond to it at all when instructed. So a 
device like that is very important. 
Another important device or strategy during the assessment had to 
do with getting children to perfom1 a task such as stacking cups or 
bowls, and then in a vertical direction, and then seeing if they can shift 
from vertical stacking to putting a cup in each bowl. And certain 
children which we refer to as those with closed system have great 
difficulty making that transition. They get stuck on the vertical, and 
they will insist on stacking the cups no matter how many times you 
force them to do. What that does is to give us an indication as to how 
resistant a child is to change, how hardened the system has become. 
So we see nonstandardized clinical instruments such as the 
Umwelt extremely important in getting at qualitative aspects of the 
child's functioning that you can't use standardized instruments . 
Supplementing the Umwelt is our tendency to set-up dramatic 
situations that a child has . For example, in one situation, we had a 
staff member pretend to fall down a flight of stairs, and then to pretend 
that she was hurt and ask the child to get help. And what the child did 
told us a great deal about what the child understood or didn't 
understand . This particular child ended up go ing to an adu lt, but then 
asked for accepted a small child to come up to help the so-called 
injured staff member, and then the child responded to the name. The 
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wounded person asked the child to get Carol, and so the child brought 
Karen which is similar in quality. And it was amusing to watch three 
or four children dancing around this wounded staff member, and but it 
became clear that while the child knew what it meant to get help, did 
not understand that one, it had to be an adult, and that the adult could 
help whereas a small child couldn't. So you saw the failure of the 
child to grasp the impact of the social situation by these dramatizations 
which are a useful supplement to the Umwelt. 
Standardized instrument are important and in recent years, we have 
developed a Miller Diagnostic Survey, which is being standardized, 
and, ugh, this is a questionnaire of 107 questions which parents 
answer, and which, uhm, yields a profile showing the strengths and 
limitations of the children on a scale. And that provides us a broad 
gauge notion of what the, of where the child is which can then be 
refined more closely when we introduced the Umwelt Assessment 
after that. 
How long have we been going for? 
1 have been going for 23 minutes . 
Okay. What do you see as the unique strengths of your method? 
Uhm, the exploitation of systems at all levels of functioning. 
Recently, I had occasion to discuss an Asperger youngster who was 
having a tantrum because the teacher would not answer his question as 
to when the math class was going to be held. Apparently the usual 
schedule had been disrupted. And by analyzing the child's functioning 
in terms of systems, we were able to clearly explain why it was that he 
was so upset that this. With this particular child he had no ability to 
conceptualize the cuniculum in the course of the day, and each step, 
each was for him a confirmation of the way reality worked. And since 
he didn't have an alternative view, when that was changed, and it was 
not explained to him that it would be restored, he got very upset and 
then bit the teacher and had an acute tantrum. You will find discussion 
of this in Stephen Shore's first phase of his dissertation . 
So, ugh , the ability to explain behavior in systems terms is a 
unique strength of the method. The, also, important, is the way in 
which theory ties in very closely with intervention. There are some 
theories which are rather vague , and the gap between the theory and 
what to do with a particular child is very frayed. With our approach, 
the theory clearly guides the therapist or the teacher into a specific 
intervention. 
Can you provide an example? 
Yeah . For example, one of the issues that children have is the 
difficulty transitioning from one activity to another. With many of 
these children, changing the status quo is the occasion for major 
meltdown. Mother can't, for example, take a different route to go to 
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grocery store without the child getting very upset. So what theory tells 
us is that the child has developed a system that requires constancy in 
order for the child to feel comforiable. Varying that constancy is an 
interruption which results in major upset. 
So what we have done is trained the children to become involved 
with a series of events -- let's say pouring water, cutting clay, putting 
cups on hooks -- and they do this first in a predictable fashion , and 
when they are in the middle of an activity, when they are in the middle 
of an activity, it is intem.rpted and the child mildly protesting usually is 
brought to the next activity where they get involved with that one. 
And then they are, they are brought back to the first one. This goes 
back and forth until the child understands that, stari looking at the 
system that they have just left and begins to realize that even though 
they have left it, they will be coming back to it. So bit-by-bit, you 
establish the notion that you can leave the object and come back to it, 
and in this way, you extend the child's capacity to change by doing it 
with two objects and three objects and then four objects, and gradually 
the child moves to the point where they are no longer victimized by 
the objects . Instead, they realize that they have a choice. You ask 
them, which one do you want go to? 
And they say, "I want to go to this one." 
At that point, they are no longer captured by their systems. 
Instead, they begin to be able to command their system, and begin to 
be able to select and make choices. So in this way, we move the child 
up to another developmental level, a level that is characteristic of 
being able to say yes or no and which entails increased awareness of 
the self. 
All right. That must be about half an hour. 
Yeah, so this is--
Why don't we stop at that point. 
All right. Yeah, you have used 28. 
I am not entirely happy with it. So. [Break Taken] 
All right. Stephen, I am happy to continue thi s marathon with you. 
Thank you. 
I notice that the next question is: What do you see is the unique 
strengths of your method? 
Well, it is a very broad question , but l would say that the first thing 
that leaps to mind is the flexibility of the method. In one sense it 
makes it more difficult to learn how to do it , but on the other hand , it 
allows you to hone in on the special needs of each child . So rather 
than having a fixed protocol that you impose on a child , you are 
looking to see what the child gives you and also in turn what the child 
is able to receive. So that's one feature . 
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In terms of what the child can give, we refer to that as the systems 
that the child has available. And in our thinking about this , we 
viewed-- we view both abeJTant and functional systems in the same 
way, because what we are looking for is the capacity of the child to 
produce an organized set of behaviors . Our feeling is that even if a 
child is, uhm, doing things that are aberrant, inappropriate, like 
opening and closing doors, flushing toilets, and so forth, lining up 
blocks-- that these behaviors have within them an organized function 
that can be transformed ultimately into, uhm, something more 
appropriate, more interactive. So that is one of the strengths of the 
method is the ability to transfonn aberrant behavior into functional 
behavior. 
Another strong aspect is that we don't believe in waiting for the 
child to produce a behavior. Ifwe feel that the child is demonstrating 
significant lags in certain areas of functioning, we introduce those 
behaviors in a repetitive format. Let's say a child has never had the 
experience of picking up an object and dropping it, as babies do. You 
put a baby in a highchair and food in front of the baby and the baby 
will look over and drop the thing to see how it lands. And many of our 
children on the spectrum have not had that experience of seeing what 
the effect of their actions are, and so we may introduce a dropping 
system, a dropping system that the child can incorporate . 
Other aspects of functioning as well , that the child may not have 
had. The child may not have learned how to ride a bike in part 
because upper and lower bodies are not well coordinated. In which 
case, we will work hard to give the child that experience. So we will 
fill in developmental gaps as we see them, and at the same time, we 
will build on the capacities the child presents. So that flexibility, that 
two-pronged approach is unique in our approach. 
Now, underlying all of these things is a concept that has proven to 
be enonnously helpful , and that is the concept of systems. And in a 
sense, the concept system is a little opaque, is not immediately 
apparent what you are talking about, because everything is a system, 
but when you observe these systems in children, you begin to get a 
handle on exactly what they have or what they don't have. 
ow, a system in our terminology is any organized chunk of 
behavior that a child produces. It can be relatively si mple which we 
call a mini- system, picking up and dropping, opening and closing 
doors, so forth , are simple systems. More complex sys tems wou ld be 
like putting sand in a bucket, bringing it to the water, dumping it out 
and going back and getting more sand. That would be more complex 
integrative system that a child has. 
So, and these systems are apparent at every level of functioning. 
They are apparent on an act ion leve l, where you watch the child 
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performing an act over and over again . And it is a perceptual system, 
too. For example, if I put my glasses over my nose, that is a 
perceptual system that has been disrupted. Because it bas been 
disrupted, the children have a need to COITect it, to repair it. So they 
push my glasses back on my face where it belongs. On one occasion I 
put a hat on sideways, and a 14-year-old autistic boy had to ran over to 
me to straighten out the hat to make it look right. So we look at 
different times in our center, clothing that is at disan·ay so the child 
will have to react to it. Even in our assessment, we have a ball that is 
hanging from ceiling. ow, these children don't usually see the ball 
hanging from the ceiling, because it is usually in on the ground. So 
because it is in the air, it is a disrupted perceptual system that they 
have to do something with it. So they come over and they push it, pull 
it, you know, try to do something with it. So the concept of systems 
expresses itself on this action level, on a perceptual level and on a 
conceptual level. 
On the conceptual level, Steve recently told me about an Asperger 
youngster who was fascinated with the notion of airplanes. If he got 
hold of somebody, it was like he would grab them by the lapels and 
hold them, and he would have to get out his technical know-how, and 
they would have to receive it. But ifyou changed the subject on him, 
he couldn't make that shift or he couldn't spontaneously make the shift. 
So for this youngster, uhm, on the conceptual level, his systems on that 
level would have to be altered. He would have to learn how to 
transition from one mode of conversation to another, just as you would 
do in nonnal parlance. 
So, again, these systems are apparent on conceptual , perceptual 
and action levels . And their characteristic is that if you interrupt those 
systems, the child has a need to repair them . And so part of what we 
do is knock over furniture, and so the child has to pick it up. We will 
throw trash on, in the classroom, and urge teachers to trash their 
classrooms at least once a week, but only after the child has 
established a proper routine. Because if you do it too soon, it doesn't 
have any meaning. So in order for a system to be successfu l, when 
you disrupt it , you must first establish that system, and then you can 
muck it up. And the chi ld will need to repair it. This is true on every 
single level. This is unique to our approach. 
The exploitation of these systems is extremely important, because 
when a child is trying to repair a system, whether it is a verbal system 
or an action system, the child will often produce a behavior which is 
intentional ; so that, if you , if a child is pouring water over and over 
again , and you take the water bottle out of his hand , he will go like 
this , will make an inadvertent gesture as if to tell himself l want to 
continue doing this or I need to continue doing this, and as he does 
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that, that becomes a sign. And that sign can be responded to and 
become part of communication. So the exploitation of disrupted 
systems in order to achieve developmental gain is unique to our 
approach. There is no other approach that either thinks this way or 
operates this way. Some approaches have borrowed a little bit here, a 
little bit there, but this is basically unique to the Miller Method, and 
certainly is one of the strengths of the method. 
As parents learn to observe the children in terms of the systems 
they are producing, and they see the child playing with his trains and 
tell him to go to bed, and the child won't listen, won't hear, because he 
is deeply involved in the system, a parent who understands system will 
wait a moment and tell the child, all right, the train is going around and 
pretty soon the train is going to stop at the station, and the people are 
going to get out, and then you will go to the bathroom and wash up 
and go to bed, or you may even take one of the trains with you . And 
in that way, then the parent's understanding of what systems are and 
how imperative they are for the child begins to be able to cope more 
precisely with that child. 
One other thing about systems that is so important is that when a 
nonverbal child is involved in a system, his world, his reality is that 
system. There is literally nothing else . So when you expand that 
system or you complicate it, you are literally helping this child have a 
broader reality, a broader universe. And that way of thinking, again, is 
unique to our approach. So I think what I have done as I have talked 
about this is answered both questions, eight and nine, at the same time. 
l hope that is okay. 
Yeah. I think you did. 
Okay. Good. Now, all right. Ifwe may move on to item ten: In my 
opinion where does the greatest gap exist in research which, if 
filled, might prove to benefit the greatest number of children on 
the autism spectrum? 
Well , there are many areas that research is needed in. But, the most 
immediate thing that comes to mind is the proliferation of approaches 
or methods that have little or no substantiation in terms of research. 
And there needs to be-- and Steve and I have worked on this-- a basis 
for comparing, uhm, different approaches using a standardized set of 
questions or so that one can determine what are the relative strengths 
of these different approaches , where do they work and where are they 
less effective. So I see that as probably the quickest way ofuhm, 
disposing of methods that have little substance to them in terms of 
theory and in tem1s of research. So it is extremely important that we 
develop the ability, and I think we have, of comparing ABA with 
Miller with TEACH with-- what have I left out? 
Stephen Shore: The Higashi School. 
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The Higashi School, or what else? 
RDI. 
Well, you see, I leave out RDI, because most of it is bonowed from 
Miller Method that it seems like a clone in some sense. So, we won't 
get into that. But one needs to compare these different approaches and 
see what is effective and where they are effective. For example, in the 
study that Steve and I recently submitted for publication, we found that 
at least in our population, younger children were not more responsive 
to treatment than were older children. Of course, the gap in their ages 
was relatively small , between four and six. But you-- you know, this 
has been an axiom that younger children always do better, and we 
have found that is not always the case. Now, in our study, also, we 
compared the effect of children who have a lot of aberrant functioning 
versus those that do not have that. And to our surprise, we found that 
the only area in which the children differentiated sharply was in the 
social area. That children with low aberrant scores did much better in 
terms of social development than did the others, but in all other areas, 
in all other areas, as measured by the Miller Diagnostic Survey, in all 
other areas, the children did just about as well , which is an intriguing 
finding and tells us that we cannot automatically accept axioms. We 
have to get inside of these things and find out what is important. 
In tem1s of another contribution that I think that we have made is 
the distinction or categorizing of the children in tenns of closed system 
and system-forming disorders . This term turns out to be a very useful 
tool, because and one of the things that will help research 
considerably, because currently in research, uhm, the generic term 
"autism" covers a multitude of behaviors to such an extent that it is 
almost meaningless; whereas, if you talk about a closed system, a child 
with a closed system disorder, an autistic child with closed system, 
you are refening to a child who is object preoccupied to such an extent 
that he cannot detach from that easily and consequently that 
characterizes that child. It gives a bit of description. So first our job if 
we are going to study these chi ldren is to set up categories that 
separate one from the other to some extent. It is not a perfect 
separation, because some kids have a mix of closed system and system 
forming. The system fonning disordered child are those that are of 
course very sca ttered, and have a lot of neurologica l damage driven by 
stimuli or poor motor coordination , but once yo u take the population 
and divide them in this way, in terms ofwhat they are disposed to do , 
then you can study these subcategories more precisely than you can if 
you just mi x it altogether and assume they are all the same. So a gap 
in research ex ists in terms of effective subtyping of the children so that 
one can study them . 
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Now, recently there has been a genetic study of children who when 
described sound very much like our closed system children, and they 
were able using the closed system behavior to focus in on , to hone in 
on certain genes that were responsible for that kind of behavior. Now, 
if you didn't have a subtype that cohered a group of children in that 
way, you would never get to the genetic research. So the subtyping of 
the children is important. Even if it is not perfect, it is still providing a 
better level of description than we currently have. So that is another 
gap in research. Uhm, all right. I think those are the main things. 
Comparative research needs to be done on action level to 
discriminate between what programs do for the different chi ldren, and 
one must be careful in doing this kind of study that you don't allow a 
bias to enter. We had the misfortune of assuming that if we collected 
data from the Internet that somehow it would be a random sample. 
When it became very apparent soon that this was a highly selected 
sample of children who were doing very, very well , and consequently, 
was unfair to compare that population with those that from our schools 
where every chi ld had an opportunity to patiicipate whether they were 
doing well, poorly, more disordered or less disordered. 
A ll right. Moving on to item 11: Unless there is some point that 
you think that I should focus on, you know the work very well. Have I 
hit the high points in terms of the--
I believe you have. 
Okay. Good. Looking at our culture's acceptance of children on 
the autism spectrum, what changes have you seen from the time 
when you started until the present? 
Well, I answered that first of all. I started in the, the first autistic child 
I worked with was in 1953. And at that time, the Psycho Analytic 
Theory was pervasive, and the assumption was that the ch ildren, that 
these children were this way because of maternal deprivation. And so 
the treatment method that they directly used is that he put candy in his 
breast pockets and take it out to feed the child. Assuming that in this 
way they wou ld take care of some of the ora l deprivation that was 
assumed. So at that point, the change I have seen, at that point, it was 
assumed that all you had to do was to take care of the deprivation, and 
the children would get better. Treated in that way, the chi ldren did not 
get better. And I spent several years of trying to apply these 
techniques with no apparent gains in the chi ldren's functioning. 
In tem1s of our culture's acceptance of chi ldren on the autism 
spectrum-- I think that what I would say is that, uhm-- are you going to 
stop the camera for a second? 
Yeah . A ll right. You're on. 
Okay? 
Yeah . 
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Dr. Miller: All right. So at one point when I started, there was an inappropriate 
optimism, because it was assumed that these were, uhm, due to 
deprivation and that this could be fixed. Then when it tumed out that 
that was not the case, uhm, the attitude of many people changed to one 
ofhopelessness that these children, you know, were doomed and that, 
uhm, that pediatricians would tell parents, institutionalize the kid and 
have another child, you know. And so the prospects were viewed as 
pretty dire. So, one of the changes I have seen is increased optimism, 
cautious optimism in terms of what is possible for the development of 
children with autism. Different approaches have been effective on 
different levels , so that children are less likely to be out of control. 
And in general in tem1s of society's acceptance, I would say that we 
have a long way to go yet. They still, ugh, these children are either 
romanticized as in "Rain Man" or they are viewed as disposable, that 
these are not going anywhere . And the truth, of course, is in the 
middle. A significant portion of the children can make significant 
gains, but even the most, even the children who make most dramatic 
gains always retain some residuals, in our experience, some residuals 
of autism. 
One little boy, ugh, who was treated in our center, uhm, came in 
after ten years' later and was asked by his mother, did he know Dr. 
Miller. He said, oh, yeah, Dr. Miller, the white Taurus, the yellow 
Volvo, and he listed all of the cars that I had had at his time at the 
center, so that I was indelibly associated with the objects that were 
related to me. So that, and this is characteristic, very characteristic of 
children with autism, even when they improve. And this boy, he 
certainly was completely literate, communicated on the Intemet, and, 
ugh, still shy when he comes into groups, but is fully verbal and is 
entering college. So this indicates that that is more and more possible. 
All right. What do I see in the future for children on the autism 
spectrum in the society? 
I see a gradual incremental acceptance in terms of the roles that 
these chi ldren can play and attempt to have the roles consistent with 
their capabilities that Stephen Shore mentions in hi s book, many of the 
children do very well with computer tasks. Uhm, some do very well 
as bank tellers, where they don't have to get in vo lved in intermittent, in 
depth conversations. They respond very well to "How are you today?" 
And "That is a lovely hat you are wearing." "Will you take it in I O's or 
20's?" And as long as they have a repertoire of responses avai lab le to 
them, they can do very well in that kind of contact and at the same 
time have this kind of obsessive precis ion , like some people I know, in 
terms of the amounts that are being given, they make very few 
mistakes in terms of, in terms of handing out the money. 
So I would say that there have been increasing efforts to fit the 
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children's capacities to different kinds of work. And I think that has 
already started, and the Asperger Society is working hard on that as 
one of its programs; isn't that right? 
That is right. 
Yeah. What changes in public-- so I would say in general there has 
been progressive change, increasing, you know, incremental 
improvement and acceptance, but still a lot of distortion in tem1s of 
what an autistic person is, what are the characteristics , and also either 
they are idiot-savants in music or art or number geniuses as in "Rain 
Man," or they are on the other end of the spectrum. 
What changes in public policy would be most useful in enriching 
the lives of children with autism? Provides the greatest benefits to 
their family-- I think there has to be a reinterpreting of just what 
autism, what impact autism has on the lives of people, on bow it is a 
very enclosing kind of disorder. And that society needs to understand 
what it takes to provide an appropriate climate for the children. It 
should not be a climate that is over routinized even though that 
routinization may calm the children down and they look very 
comfmtable in it, it has to be a mix of routinizational order and 
progressive disorder introduced so that they have a chance to learn 
how to cope with variability in everyday life. Ours is an inconstant 
world and unless the children leam to work with that inconstancy, then 
they will never be able to leam to cope with changes. 
In terms of public policy, I would say that applied to the-- I think 
that one of the changes that has to be made is in the educational 
system. There is still too much the view that if you put these children 
in a typical classroom, uhm, that they will somehow catch the 
normality, and that is fine ; whereas, in reality, these children have 
definite differences that have to be taken into account in working with 
them. You can't put a kid who is acoustically, terribly sensitive into a 
noisy classroom of 20, 25 kids and expect them to function , or you 
can't expect the child to engage in wrestling, for example, in physical 
education if he has, if he cannot tolerate touch. And these are 
important aspects of the disorder. So, uhm, we have to modify the 
notion of inclusion, uhm, not precluding it, but not attempting to 
impose it on children who are not ab le to accept it or who cannot deal 
with it. There has to-- I think the notion of inclusion has important 
aspects it to, but first the children have to have a chance to learn how 
to be, learn how to cope with noise, cope with touch , with order, with 
disorder and only then can you attempt to transition into conventional 
classrooms . So I think policy has to change, and we have to put aside 
the noble notion of inclusion and accept the more reality-based notion 
that these children are different, and you cannot make that difference 
go away just by putting them into typical classrooms. So that change 
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in public policy I feel is absolute ly critical. Once that is done, I think 
it would emich the li ves of chi ldren considerably and provide the 
greatest benefit to their families . 
All right. Is there anything else that you would like to add from 
questions one through 11 ? 
From one through seven? 
Yeah, one through seven. 
Let me look at it and see if there are. 
All right. I thought-- we have to change the tape in about four 
minutes . 
Well , one of the hallmark events as mentioned in this book on Heinz 
Werner was when I was allowed to continue the doctoral program. 
Yeah, I can see how that was. This book here. 
I will focus on it. 
I was honored by having a chapter in this book, two chapters as a 
matter of fact. 
Hold it a little higher. Your knee is getting in the way. Okay. 
Okay. And, a hallmark event was really I was fortunate in working 
with two fom1idable figures in the field. One was Gardener Murphy at 
City College and the other was Heinz Werner. Heinz Werner is, of 
course, one of the three major developmental figures in developmental 
psychology. One is Piaget, Heinz Werner, and the other is Lev 
Vygotsky, and those three are the major forces in pretty much they 
overlap in terms of their interest and understanding, but it repays one 
to study all three. So my contact with Werner particularly was a 
hallmark event in my professionally. I think what I was fortunate in is 
that I am a trained clinician, and what clinical work allows you to do is 
to combine observation, to take an observation and to see it fairly 
clearly independent of imposing too many inferences on it and then 
separating that from inferences. And I think that attitude has been 
extremely helpful in building theory. And as any good clinician will 
do when your theory that you have about a patient doesn't fit what the 
patient is showing, then you don't impose your theory, you modify 
your theory to take into account the new behavior. And it is that 
attitude appl ied towards these children that has led step-by-step along 
the way toward building on Heinz Werner's work and allowing us to 
evo lve cogniti ve developmental systems theory. 
All right. We will have to break here . l have to break here. [Break 
Taken] 
The final question is question 12. 
As long as you didn't say the final solution. 
It is not the final so lution. No, we don't need any of those . The fina l 
question is: You have spent over four decades working with children 
on the autism spectrum, developed some powerful theory, developed 
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some powerful interventions. Suppose that an announcement came out 
tomoiTow saying that we have found a way to cure autism . Autism 
was deemed to be a disorder of the endocrine system. 
It seems to be what? 
A disorder of the endocrine system. 
Oh, okay. 
And that can be completely cured by putting eyedrops into an infant as 
soon as they are born. [Laughter] 
So the question behind this is: What would you do if you found out 
tomon·ow that there was to be no more autism? 
Well , it is a good question, because recently, they are doing a fair 
amount of chelating work trying to get the metals out, and I have been 
in communication with a parent of a 19-month-old child who is going 
through chelation, and they are expecting the child to become 
completely nom1al. The reality is that whenever biological 
intervention is introduced, you are still going to have to end up 
working with the child with, as developmental gaps or developmental 
issues that have to be addressed. The theory is going to continue to be 
relevant in that sense. Based upon what I have seen is that there is no 
magic bullet. You are saying that if there were a magic bullet. 
Yeah, yeah, if there was. 
If there were a magic bullet, then , uhm, then the autism disappeared 
like, like snow on a hot stove, then I would, I would-- I would say that 
we still have the retarded population, we still have the aphasic 
population, and we still have other populations that-- the beauty of 
working with the developmental theory is that deve lopment follows 
certain progressions, and the fact that you cure one disorder doesn't 
mean that you don't have other developmental disorders. I am afraid 
we are going to be in business for a long time. 
All right. Well, that is a good to hear. 
All right. So that is my response to that. 
All right. 
If it happened, which I don't expect it to . 
No, I don't expect it to either. 
I think what will happen is that, uhm, yo u will find medications that 
will ease this symptom or that symptom, uhm, maybe they will be able 
to do some work on genes, because they are locating genes related to 
auti stic functioning . That seems to me one ofthe more promising lines 
of research . I have even invested some money in the stock market on 
that. 
Uh-huh . 
So I think that gene resea rch is go ing to be, has the most promise of 
turning around or interrupting the hereditary component in auti sm. 
That is my feeling . 
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Okay. 
Okay. 
Anything else 
No. Ugh, it would be nice to see your finished dissertation. And, ugh, 
l know you are looking forward to that, too . 
I certainly am. 
When do you estimate it will be now? 
Ugh, it-- [End of interview] 
Addition by Dr. Miller on 12/ 15/06 
In answer to the question of whether or not people on the autism 
spectrum may make contributions, the answer is "yes, of course." 
What comes to mind is Stephen Shore's remarkable ability to scan a 
page of proof and immediately spot pixels that are out of line or typos . 
Obviously, such skills are invaluable to someone employed as a proof 
reader or editor. Since many high functioning autistic people are 
uncomfortable directly socializing they often do best in positions 
where interactions are mediated by the computer. They are also 
reported to do well as bank tellers where skill with numbers and a very 
circumscribed contact with customers is customary. Professions 
where high functioning autistic people do well are in engineering, 
physics and mathematics-- where nuanced contact with the public is 
not a prerequisite for success. For an autistic person to be successful 
in his or her employment it is important that the requirements of the 
position be carefully matched to the capabilities of the person. The 
availability of counselling by a person familiar with the disorder can 
help sensitize the autistic person to social nuances that might otherwise 
be overlooked . 
313 
Interview of Dr. Wieder: 
Stephen Shore: 
Dr. Wieder: 
Stephen Shore: 
Dr. Wieder: 
How did you become interested in autism? Was there a critical 
event, or was this commitment to the field developed over time? 
I have a mental health background and a very special interest in infant 
mental health. So much of the earlier work and the research I was 
doing pertained to infant mental health which in the early , targeted 
much more high-risk families with infants . 
Hmm. 
When we were conducting the NIMH long-term research study on 
high risk families and infants we began to see the specific contribution 
of individual differences and development on relationships Earlier, 
my doctoral thesis, almost thirty four years ago, looked at 
relationships and cognitive development. So the appreciation of infants 
who are getting derailed developmentally, originally started with my 
work with infant mental health, watching infants who were not getting 
adequate environments or good parenting or, living under high-risk 
conditions. s we saw more and more children with these individual 
differences as in regulatory and ASD , we realized that the approach to 
working and understanding these children had not really come into a 
more integrated model, which took more of the whole child into 
account within a relationship, within the environment and with a better 
understanding of processing, that is the neurological and biological 
aspects. hen we finished our research at NIMH and started an infant 
mental health center, it became clear that most of the refenals were of 
children with developmental challenges. So it was not just our 
impressions from earlier research that we built upons we tried to 
understand the children 1:efened to our new center, we became better at 
understanding what got in the way of their ability to form 
relationships, to become symbolic and to interact We wanted to 
understand why hey looked so different and what was happening in the 
moment when they tried or others tried to work with them. We wanted 
to see what cou ld support the thrust of development. 
We looked at the exist ing model s of intervention. The behavioral 
model , did the best that it cou ld under the circumstances and worked 
with surface behaviors. A lot of behavioral work was geared to just 
modify how children behave, because that was better than ignoring 
chi ldren , better than doing nothing , or better than simply trying to 
contain their aggressive or withdrawing behavior. In its time, and for a 
long time , the behavioral approach was the on ly intervention approach 
available. The fact that it pioneered the intensity of working with the 
child with special needs was a very promising development. It got 
people working intensively and got people feeling optimistic about 
what could be done. Now , however , we can go beyond working on 
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modifying behaviors and work on the underlying problems that are 
giving the children trouble. The second approach was to work on 
circumscribed cognitive skills, taking lessons from older children. For 
example, if an older child is supposed to learn how to identify shapes, 
then take a three year old who has no language and work on matching 
shapes in a rote and repetitive way. Again, that was better than 
nothing because at least we are interacting with the child, and at least 
we are doing some sort of encouragement of the child's cognition. But 
the approach was piecemeal and worked with isolated cognitive skills. 
Now we can do much better. We can go beyond these two older 
approaches and systematize a developmental approach that 
synthesizes and integrates all the best information we have about how 
the mind and brain grow. 
One, is the importance of affect, emotions and relationships for the 
growth of the brain and the mind. It was once thought that if you want 
a particular cognitive skill , you stimulate that cognitive skill. Now we 
know that the mind and brain grow most rapidly in the early years as 
an outgrowth of interactions with caregivers. These interactions have 
to have a number of critical features. 
• 
• 
• 
• 
Interactions which feature warmth and security 
Interactions which feature regulation so the 
child is not overwhelmed 
Interactions which feature a lot of relatedness 
and engagement 
Interactions which feature a lot of back andforth emotional 
signaling and gesturing 
• Interactions which feature problem solving 
• Interactions which feature using ideas in a meaning/it! and 
fun ctional way, e.g. , "Give me my juice!", "l want this!" 
• Interactions which require thinking and reasoning. For 
example, "No, I won't go to sleep now." "Well tell me why?" 
" Because I want to stay up to play". 
Most essential are lots and lots of interactions with children that 
exchange emotions and have to do with thefimdamental sense of 
relatedness. When we deprive children of this relatedness , as we have 
seen in children in orphanages andother settings, they don ' t grow. 
Without fundamental relating, language and cognition do not develop 
well. We have seen in our observations and our studies that even the 
simplest task of teaming how to say hello is dependent upon our 
emotions and our relationships. For example, the child does not leam 
to say hello based on rules, e.g. , you only say hello to first degree 
relatives or only say hello to people living a quarter mile radius of 
your house . You say hello because you feel a friendly emotional signal 
in your gut that signals trust, wam1th or familiarity , and you wave and 
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say hello . When a child feels something other than that, such as fear or 
anger, a child will hide behind mommy' s leg and not say hello. It is 
not surprising that kids who are physiologically overwhelmed avoid 
and do not do the greetings, do not do the smi les. So even something 
as simple as learning to say hello is signaled by our affects. 
Take something as complicated as math to a 2 ~ or three-year-old . 
Quantity concepts are learned, not again, by rote memory, or by 
memorizing numbers, but by an emotional feel. "A lot" to a three year 
old is more than you expect. "A little" is less than you want. That is 
emotional! Also consider the basic concept of causality that Piaget 
talked about in an eight or nine month old, the ability to learn to be 
logical, to make things happen. Piaget thought that when the child 
learned to pull a string to ring a bell it was basically a cognitive motor 
act. But we all know that the babies pull on mommy or daddy's heart 
string with their smiles and with their joyful vocalizations even at two, 
three and four months. And if they get a response back, they begin 
having circles of communication, i.e. , causal interactions. In the 
emotional sphere, means/ends relationships occur four or five months 
earlier than Piaget thought. This is because the child can control and 
regulate emotions and facial expression that convey emotions much 
earlier than they can control motor behavior. 
Thus, emotions lead the way all the way through. They become 
especially important when we get to abstract thinking, like teaching 
the child the concept of justice or the concept of fairness . We found 
that the child has to have two levels to do that. One is the level of lived 
emotional experience. They have to experience the phenomena of 
being treated fairly and unfairly. Giving a child six apples and taking 
them away and giving them to his sibling teaches quickly what 
unfairness is. They then can label and abstract off of that experience 
and create a category of things that are fair and things that are unfair. 
But they first had to live the emotional experience in order to know 
what the concept is all about. 
We cannot teach children in the old fashioned ways anymore, 
particularly children with special needs who have processing 
problems. This means working not only with the relationship with the 
chi ld but with the who le family pattern because it is within the family 
context, as well as the cu ltural and community contacts, that these 
relationships, and emotional interactions occur. So it means a much 
broader relationship-based, family -based, cultural and community 
approach to children with special needs. 
We have also figured out what the important underlying processing 
capacities are that are behind children ' s worrisome behavior. We 
understand how ch ildren are different, i.e., individually different in the 
way they process sounds (auditory processing and language), the way 
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they process what they see (visual/spatial processes), and the way they 
plan and sequence actions . Visual/spatial processing is involved when 
the child can search and find the hidden object; when a child 
understands that mommy is in the next room and I 'm here and does 
not get panicked. When the child understands even more, e.g., when he 
is in school , mommy is not too far away and is only a few minutes 
away, he utilizes a related time concept. A spatial concept is utilized 
when the child thinks it will only take 30 steps out this door and out 
that door to get where mommy usually is. The child is utilizing 
auditory processing, language, visual/spatial processing, motor 
planning and sequencing to figure these things out. 
We find enormous variations in how well children can plan (and 
execute) actions. Some children can only do banging (repetitive one 
step), or can only put a car in a garage and take it out (two steps). 
Other children can take the car out of the garage, take it to 
grandmother's house, make a tea party at grandmother's house, then 
bring the car back with some extra tea for mommy who is sitting back 
at the original house (a complex idea involving six + steps). One child 
does a one step/two step and the other child does a six/seven step 
action platmed pattern. This is what we call motor planning and 
sequencing which is enonnously important for children. We find a lot 
of the children with autistic spectrum disorders have severe problems 
with their motor planning and sequencing that underlies a lot of their 
repetitive behavior because if you cannot plan in sequence, you are 
going to repeat. Motor planning is very important in understanding a 
lot of the symptoms. 
We have also observed that a lot of the children have differences in 
the way they modulate sensation. Some kids are very over reactive to 
things like sound and touch , so they hold their ears or they avoid and 
push away from people who try to tickle them . Other children crave 
sensory input and they want more touch or they want more noise. And 
some children have both the craving, they want more (sensory input) 
but they get overloaded because they also have areas of sensitivity. For 
these children it is very hard to find the right sensory pattern to pull 
them in and engage them. We find that a lot of children who are self-
absorbed are under-reactive to things like touch and sound. A lot of 
other children who are very avoidant and keep running away from 
people, not because they do not love people, but because they are over-
reactive (hypersensitive) to things like touch and sound. We need to 
look at the sensory modulation of the child to find the right pattern to 
pull that child into a relationship. 
The third insight we have had, based on our new research , is to 
understand what the early stages of development are. Historically, we 
thought of development in very isolated ways. For motor development 
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we had a timetable for sitting up, for walking, etc. In language 
development we knew when the first sounds are made, when the first 
words are made, etc. ln different areas of cognitive development, we 
knew when a child searches in your hand for an object, when a child 
can stack blocks in a certain way, and so forth and so on. In social and 
emotional development we knew when a child will greet, when a child 
will play with peers, when a child will do some pretending, etc. But 
each area has been separate . 
We have had separate lines for each area in development, as 
though these areas are somewhat independent of one another. But in 
fact, for the child, a ll these lines of development are intenelated. The 
child doesn 't separate out their language and their motor skills. He 
does not say, "Well, I 'm a four-year-old motor wise, only a two-year-
old language wise, and only an eight-month-old socially and 
emotionally". The child integrates all these in one smooth way. It ' s 
kind of like a basketball team . You've got to look at how the team 
plays together as an integrated unit. That determines whether the team 
wins or loses more than any individual player. Similarly, we haven ' t 
had a developmental road map for the mental team: language, 
cognition, affect and emotions. 
ln the last 10-20 years we've put together what we call a functional 
developmental roadmap where we now understand the core levels that 
synthesize and integrate all the different developmental capacities. We 
have identified six core levels (and then additional ones beyond that) 
that help us organize where we want to work with the child. Then we 
try to identify where the child is not only in their language or motor 
development, which we do anyhow, but in their core functional 
developmental capacities . Then we meet the child where they are and 
work up the developmental ladder. 
The six levels , very briefly are: 
• The first level is the ability.for regulation and shared attention, 
which you need as a foundation for the next level. 
• The second leve l is engagement with warmth and trust and 
intimacy 
• The third level is t vvo way p~nposefit! communication-opening 
closing circles of communication in a back and forth way with 
a lot of affective gesturing and micro-affective gesturing, 
smiles, smirks , head nods; the abi lity to take these gestures and 
organize them into problem so lving pattems so we can actually 
take mommy by the hand, walk her to the refri gera tor, bang on 
the door and point to the juice . That may be I 0 or 20 
interactive gestures all targeted towards so lving a problem. 
• The fourth level is interactive problem solving/use of gestures 
in a continuous.flow. 
318 
Dr. Wieder: 
Stephen Shore: 
Dr. Wieder: 
Stephen Shore: 
Dr. Wieder: 
Stephen Shore: 
Dr. Wieder: 
Stephen Shore: 
Dr. Wieder: 
Stephen Shore: 
Dr. Wieder: 
Stephen Shore: 
• The fifth level is the.fimctional use of ideas. In language, for 
example, it would be, "Me hungry, juice please", or in pretend 
play, feeding the dollies, hugging the dollies . 
• The sixth level is the ability to build bridges between ideas so 
you can use language logically and realistically and shift gears 
between reality and fantasy so when the child says " l want to 
go out" and you say "why?" "Because I want to play", or "the 
dolly is having a tea party". "Well how come the dolly wants to 
have a tea party?" "Because the dolly is hungry" or "the dolly 
is having a birthday and they like to have tea parties on their 
birthday". So now we have logical use of ideas supporting 
imaginative play and negotiating and problem solving with the 
world having debates, having problem solving discussions at 
the symbolic level. 
These are our six functional levels . For each level we can look at the 
particular motor skills, language skills, and visual/spatial processing 
skills that relate to that level that are needed to support that level. This 
gives us a much more integrated picture of development. When we 
now see a child we can figure out where they are in his or her 
functional level. We initially developed this model during the NIMH 
research period and put it into intensive practice by returning to full 
time clinical work. 
And that really made a big difference both he question was , what 
pathways were we going to be able to find to understand the 
challenges and help each chi !d. You see, once you think of something 
developmentally, then there are multiple pathways. Just like you 
discovered the music. 
Right. 
Or your mother discovered to music. 
She did. Right. 
That is a pathway. 
Uh-huh. 
And I don't think there was enough of that kind of thinking back then. 
Uh-huh. 
-- , to either define and redefine our own ideas of what are the 
developmental pathways hat has been interesting about thi s work is 
that when you go to the more extreme processing challenges you see 
the process more clearly . 
Uh-huh. 
But you don't always see the impact of impaired processing when the 
challenges are milder, and yet, they are having an effect even when 
they are milder. 
Right. 
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So we pretty much brought these concepts of development, individual 
differences and relationships to working with people on the spectrum. 
Then we took them back to infant mental health e just, for example, 
came out with a new Diagnostic classification manual for infants and 
young children (DMIC) which identities the developmental pathways 
to what are usually considered infant health disorders . n fact many 
children with interactive mental health disorders have the same range 
of individual differences that children on the spectrum do but do not 
get derailed developmentally. 
Sure. 
The question is what do individual differences and relationships derail 
and what ? This approach has been a really nice way of going back 
and forth across all developmental areas, for all children. 
Uh-huh. 
We keep learning. 
Yeah. That is neat. 
Yeah, it is. 
Neat. 
Next question: Tell me about the hallmark event, those experiences you recall as 
most memorable in your work with children? What experiences were the most 
challenging, and what was most rewarding of your journey from your starting point 
until now? 
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Well , if,, we just contain it to the work with children on the spectrum. 
Uh-huh. 
, I think, , for me it was recognizing the impact that affect can have, 
and this was no new discovery. It just hadn't been mobilized in the 
service of children with developmental disorders. 
Right. 
You can think of it simply, for example, watch a parent trying to teach 
a child to go up a slide. for most kids , it is automatic. You go up, 
because you want to come down. It is fun. But when I started to see 
things to help with the execution, such as, " Put this hand here and put 
that hand there! " I began to realize that the mediating variable really 
· is the affect when it comes to the all aspects of functioning, and the 
children can do things that they don 't do automat ica ll y with the 
intrinsic motivation of affect, in thi s case the desire and anticipated 
pleasure of s liding down into a parent 's arms, and this is a simple 
example of doing a sensory motor task. 
Right. 
that could really be,, encouraged because the child wanted the thrill 
of coming down and wanted the clapping of the parents, hooray, you 
did it. This is the use of affect, something wh ich we otherwise maybe 
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called motivation, or desire, or even requests of what do you need? 
As explained earlier, b our theory is that affect makes the 
connection between intent and execution. This concept was applied to 
all levels of functioning - that is relating, communicating and thinking. 
When there is a disconnect, is when we see the children getting into 
trouble not being able to be purposeful , not being able to 
communicate, and we help because we can mobilize the affect. Why 
do so many children who are on the spectrum talk more when they are 
angry or process more information when their affect is up? I think 
discovering how to use affect , was a hallmark event. We realize th 
being able to link the affect was the way to generating higher levels of 
functioning, i.e. , mobilizing affect and cuing with affect. e realized 
that we have this incredible tool here to reach children and get them to 
relate and communicate more. 
n addition to this hypothesis, which Greenspan calls the affect-diathesis hypothesis, 
illustrated simply in the slide example,- affect brings the execution 
to a more automatic level, was the understanding and integration of 
the range of emotions. I mean, what are the affects that we work with? 
I don't think that the use of affect and affect cueing is clearly 
understood. I don't think that people understand that affect can be 
used as process versus a label as to how you feel.Stephen Shore: 
Dr. Wieder: 
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Uh-huh. 
For example, think of some children , who can hardly move or don ' t 
have bilateral coordination, and wantsomething across the room. 
They might just roll on the floor through this room to get to it. We can 
see in this simple example how a the role of affect is so powerful from 
the very start. Affect cuing and relating to various affects in the 
child ' s experience. also becomes the way children can develop their 
range of emotions. I thought supporting the development of 
emotional range wasn't being directly supported, in fact, often wasn ' t 
even considered as part of the goal. A lot of confusion came about in 
terms of emotional development versus social behavior. 
Yes. 
Emotional was being called emotional-social and really kind of got 
lost. 
Yeah. 
l think that was also a very powerful hallmark in our work 
components. We address all aspects of development, and affect is the 
integrator. So when we do, for example, the Floortime component of 
our program, the whole program is ca lled 0-l-R, as described above. 
Ri ght. 
We rea lize that by mobilizing this affect in the parents and the children 
or the teacher or whoever is trying to engage and interact and get a 
flow with the child, we can get much more meaningful and 
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spontaneous interactions.But there have been hallmarks all along the 
way, because I think that as professionals we have to learn much more 
and more about how different components of development do come 
together. So , another hallmark more recently was better 
understanding of visual-spatial processing. i How are you going to 
survive if you don't use visual strategies and memory to figure out how 
the world works or figure out where you are and what you want and 
where you are going? But really understanding the interaction, again, 
between this visual-spatial process and how it develops and, thinking, 
communicating, relating and becoming more symbolic was another 
matter. Our recent work is really showing what important role visual 
spatial processing plays . hallmarks, as you call are in the level of 
integration and these keep happening . 
. Uhm. 
But they are hard to understand until you really work therapeutically 
or carefully observe functioning in a direct way. 
Stephen Shore: Right. 
Dr. Wieder: I still protect a fair amount of my time working directly with children 
and families, in order to identify the different pathways to get past the 
individual uneve1mess to the whole . 
Stephen Shore: Uh-huh. All right. Thanks. 
Are there any parts, big or small, in your original theoretical orientation to this field 
that you rejected over the years, because of what you learned from your own 
research or that of others? 
Dr. Wieder: 
Stephen Shore: 
Dr. Wieder: 
Well, I can't say in our own theoretical orientation we rejected things. 
We pretty much came to this with a fairly strong foundation. 
Uh-huh. 
So I can't say we rejected it. I think it is more, , a question of refining 
our approach more it a wonderful article. 
and elaborated and built on it. 
Stephen Shore: Uh-huh. 
Dr. Wieder: Because we understand more of the interaction . 
Stephen Shore: Right. 
Or. Wieder: Between these three components. 
Stephen Shore: Uh-huh. 
Dr. Wieder: And we also understand more about the longer term impact, because 
Stephen Shore: 
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we have much more longer outcomes now. 
Right. 
We can really see what happens over time. I am now seeing kids who 
are no longer kids. My oldest is now a junior in college. 
Really . Very good. 
And they are still developing. 
Hmm. 
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It has been incredible journey. I just feel grateful for the parents 
continuing the therapy and/or allowing us to follow up . 
Sure .. 
Stephen Shore: Uh-huh. 
All right. The next one is please tell me about the hallmark findings from your 
research, and that of others essential to the theoretical basis of your theory and 
practice. 
Dr. Wieder: Recently, our research has focused on early identification and following 
children in an outcome study of 16 kids who have done well. Now 
we're moving to a group of 80, and it is just another way of, really 
understanding the process over time where you start out with a group 
of kids who were diagnosed in a ce1tain way and what has happened 
with them. You can read this study on the WW\"l.tloOitime.org . 
Dr. Wieder: otherparts of our clinical research is case-based, looking at groups 
and subgroups and making reliable and valid classifications of the 
different profiles children present So, for example, we have come up 
with different classification types o organize and categorize our 
understanding of different children into new diagnostic profiles, y . 
shifted away from categorical diagnosis to multiaxial classification 
and what are the subgroups and how do we draw profiles. So I would 
say that our work has grown based on clinical experience and its 
applications rather than try to select small subject designs I think it is 
almost still impossible to do full-scale research given the variations 
that we have, so we at least categorize and cluster our small groups 
and see what happens to them. I think that is more of the nature of the 
work that we do . 
There are also some other studies now that are, that our group is 
doing, which are looking for early markers and identification, as are 
many other people concerned with early identification and 
differentiation of early and late onset. I have been actually very 
impressed with there is a fair amount of consistency appearing as to 
the identification of children who may have challenges by different 
researchers. one critical feature we have found, as well as some of my 
colleagues, is the critical importance of socia l initiation. We can see 
the lack of soc ial initiation very early. in some children we are 
seeing the challenges , almost virtually from birth. But the whole 
concept of initiation and social initi at ion is something -- will do our 
prospective studies on. Most of these children will come in through 
the siblings, otherwise children are not getting identifi ed as early as 
they could be. Until we do the prospective research and see how much 
of the challenge we can head-off, we have to do it clinically, because 
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otherwise, how can you contro l it? You can't try to control this type of 
thing. If you see a child in need, you work with them . 
Right. 
I don't think we have the ability or resources yet to do really valid 
studies of different treatments 
No, I don't think so either. 
Because there, again, there are so too many variables to control. But 
we could look at different component piece and see what are the 
effects, if only people would stay with the main issue. If autism is a 
challenge of relating and communicating, then that is what we have to 
use in our outcome as well , rather than 1 think some of the variables 
that have been used. 
Uh-huh. 
But, I think that we do look at the other research and we just make 
different assumptions than the behaviorists. Again, we just make 
different assumptions of what will help children learn and change and 
think. So it is kind of hard to compare and contrast that work. 
Yeah, that is- That is one of the goals of this dissertation is to try to 
bring some sort of unity of understanding. 
We are learning more, but 1 do think really measure the quality of 
interaction and relationships will become the key variable that really 
helps children move forward on all the other developmental fronts , be 
it cognitive, social, academic, and so forth 
Yeah, maybe. I have seen that happen. 
All right. Number five: Is there something that you learned from 
your research and experience that has separated you and your 
work from others, perhaps causing you to create a new belief or 
theory? 
I described this earlier, u ng . Our model or theory tries to integrate 
what we now know about different processing areas and how the brain 
works, like understanding sensory motor development, sensory visual 
development, language development, cognitive development, etc. I 
don't think there are many studies that try to bring it altogether which 
is what we try to do . wanting 
Right. 
We can certainly learn from others and there are so many efforts 
underway. For in tervention, we can use or adapt techniques w hich 
may be helpful for a particular child , so 1 have no problem 
recommending a structured technique when 1 think there is a reason , 
because 1 understand the nature of that child's difficulties. 
Right. 
324 
Dr. Wieder: 
Stephen Shore: 
Dr. Wieder: 
Stephen Shore: 
Dr. Wieder: 
Stephen Shore: 
Dr. Wieder: 
Stephen Shore: 
Dr. Wieder: 
Dr. Wieder: 
Stephen Shore: 
Dr. Wieder: 
So 1 really feel and 1 think this is where many people are surprised that 
we will definitely use different techniques. 
Yeah. 
It is when a technique becomes the method or model that we have 
problems and gets in the way of using a more comprehensive and 
functional approach. 
Yeah, 1 see what you mean. 
The technique becomes the treatment and is uniformly applied in 
almost,, systematically applied no matter what the child is doing. 
Uh-huh. 
ing at other methods of intervention and remember there is overlap--
yes, there is. 
-- in some of these. It is more a question of how do you fit into the 
child,, what really makes sense to treat the specific challenges of the 
child.>> Stephen Shore: Uh-huh. 
It is important to know th particular child in the world in which he 
lives (the relationships and environment) and what his individual 
profile is like, rather than, let's reject the theory outright or let's just 
use this approach and nothing else. So in that sense, we will certainly 
draw on various approaches that might be helpful for a particular child. 
Good. 
That is where other research I think can be useful. 
Stephen Shore: Makes sense to me. 
If you were to consult or do a workshop with persons using your approach, what are 
the two or three things that are essentials for others to learn about 
Dr. Wieder: 
Stephen Shore: 
Dr. Wieder: 
They have to learn the DIR model which is comprehensive and 
therefore more complex in meeting the needs of the child and family 
think the hardest part of our model is really learning how to get the 
continuous flow of interactions, how to stay connected, how to really 
be able to use this flow of interaction to be your foundation for other 
aspects of development. I think that the areas of the model that people 
talk about, and it is talk-the-talk, is not so hard to do, because it is a 
very appealing idea. The challenge is being able to walk-the-walk. In 
this case itis being able to, , really stay connected. y mi ssion in every 
session I might do with a child and family or teacher or whatever the 
setting is, is to have to have both the child and the adult feel that 
connection. 
Uh-huh. 
the important thing is not to leave the interaction without getting the 
gleam. That is when the parent or the teacher feels something 
happened here. I did something. That is where you really feel the 
inner process>> Dr. Wieder: --of relating and connecting, and this is 
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really our goal , guide or coach someone into feeling that connection. 
Whether it is in open-ended Floortime or whether it is in symbolic play 
or whether it is doing something semi-structured like a puzzle or 
building or whatever the f01m is, that is the most essential piece, 
getting connected and staying connected. 
Uh-huh . 
So the most important thing to learn is establishing the pre-verbal 
connectedness (levels l-4 four) , capturing the flow of interaction, also 
called for opening and closing continuous circles of problem solving 
communication. Because without being connected things get 
fragmented. Children may have a lot of skills and words , but things 
don't come together. So I would say that is probably about the most 
essential piece. Remember, this capacity builds on three other pre-
verbal capacities which function simultaneously, namely, shared 
attention and self-regulation, engagement across a range of feelings be 
they happy, fun or anger, disappointment or frustration, and basic two 
way communication. These four pre-verbal capacities provide the 
foundation for creating ideas and higher levels of symbolic thinking 
and abstraction. 
Another critical thing is understanding the variations in these 
capacities is another essential piece. How come these children are 
different? What are you going to do differently given the 
understanding of the profiles? 
And, third, I think that probably since we are talking about 
intervention by the broader field , it is really understanding how to 
work with families and how to work with relationships. And that is 
also not automatic for most professionals who are not always trained 
to work with families e need to see really help these families do what 
they are here to do most of all which is to have a relationship with 
their children in a natural, spontaneous way as much as possible and to 
move forward developmentally. So those are, again, nk what the D 
and the I and the R reflect really the three most important things. Get 
those core developmental capacities going. That is the foundation that 
is crucial as soon as you can get it. lt doesn't mean that if you don't get 
it by school age you stop though since in some cases you won't reach 
the highest levels at expected ages get it. .. but we don't care if you 
achieve the capacities at, 12, 20, or 40. Strengthening each capacity 
creates the opportunity for a richer and more meaningful life at all 
ages . We now have more experience working with adults with the 
same affect approach to develop these developmental capacities . he 
relationship of the child in the real life really matters most and this is 
where emotional development is crucial , needed for higher levels of 
the development in symbolic and abstract thinking and needed for 
326 
relationships that can engage across a range of feelings , because that is 
what life is about for all levels, for every child. 
Stephen Shore: Okay. So we will stop here and take a break. [Break taken] 
Stephen Shore: Next question. 
What criteria do you consider to be most valid in measuring the progress of 
students? Please tell me about your use of standardized instruments and 
nonstandardized instruments. 
Dr. Wieder: 
Stephen Shore: 
Stephen Shore: 
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he criteria are developmental capacities, our core developmental 
capacities, so from the point of view of much of this can be done 
clinically and we have several instruments, and one of them is the F-E-
A-S which is a reliable and validated instrument, though not a perfect 
instrument, but focuses on the core issues that we are looking for in 
relationships and sharing relationships, attention and the engagement 
and so on, two-way communication and so forth. e also use our 
theoretical framework and use observation, where we have spelled out 
the range across these capacities in reliable rating scales. while these 
would still not be considered a standardized instrument we have 
established reliability amongst clinicians The F-E-A-S referred to 
above is standardized to some degree across several populations, 
across a range of children. Are you familiar with it? 
No, I am not. 
Dr. Wieder: It is called the Functional Emotional Assessment 
Scale. t does best measuring children who have regulatory disorders, 
but there is a sample of children with PDD as well as typical kids on it. 
So there are some norms for it, but it was not a very broad scaled 
standardization. The new, Greenspan Emotional Social Growth Chart 
is part of the revised and standardized Baley Scales which is a very 
exciting breakthrough because it was standardized using the US 
Census. F which is in the form of a parent questionnaire applied it to 
the standard sampling that they did across the country, of 480 children 
and then additional subgroups with a total close to 1500 children. 
Uh-huh. 
And it is very exciting, because it not only identifies where a child is 
with respect to our developmental levels, but actually differentiates 
children that may have developmental problem versus typical kids. 
And , it is coming out in the next month or so. It will be very exciting, 
because it will be part of every Baley kit. 
That will be nice . 
It will be especially great for evaluating children on emotional 
developmental capacities which will be useful for those who can take 
the test and those who cannot. WI think that overall for children on the 
AS we don't actually rely on the standardized tests at all , because we 
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really see that while it may give you some information about how the 
child tried to take the test, it does not really tell you that much about 
what his abilities are because of the nature of the processing problems 
once you realize that there is a processing issue, the standardization 
was not done on children with processing difficulties, and I have not 
found them particularly helpful. And in fact, often I find them doing 
more harm than good. 
Right. 
Because the parents get so discouraged and don't understand the nature 
of what a standardized test is about. 
We understand that there are many processing issues, but I have 
scores where you can just see every time the children took a test, they 
did better. Well... how come? So the ability to take the test and 
process the information is the issue and as we improve the processing, 
we can improve perfom1ance. I also find the standardized tests don't 
always go to the level of integration. Tests are fragmented because 
each item changes. And many children can do well on a test and still 
be very fragmented with respect to integrating and organizing 
developmental, cognitive and emotional thinking. 
So I think that at the pre-school level , the early years, I don't find 
standardized testing that useful. I will certainly review the results 
and don't often order it. 1 do find some kinds of assessment useful 
more along speech and O.T., because it is more directly related to what 
you should do functionally. 
Yes. That makes sense. 
They are more useful usually m than cognitive tests in the early years. 
Once chi ldren do reach school age, testing can be useful in order to 
prepare the learning, profiles, the learning differences if not 
disabilities, since we know that early processing can often translate 
into learning disabilities. 
Right. 
I see, for example, a child who has had a lot of auditory processing, I 
might want to do a neuropsychologica l battery to ha ve a better sense of 
where to place that chi ld and confirm my hunches about where 
challenges lie, e.g., is that child going to able to decode phoneme 
sequences in reading? W ill motor planning be now seen in executive 
function disorders? G 1 do think that there is a role for standard ized 
instruments , but really a littl e later in the game where yo u have 
specific questions to answer. And I like to use tes ting to answer a 
question . , 1 think that some of the tests can do that. I don't want to 
use them for young chi ldren in the very start when, in fact, , it is very 
evident that the child is still not ready to take a standardi zed test. 
Ri ght. Okay. I think that there are li mitations to testi ng. 
Uh-huh. 
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As I said, I do worry about coming to the wrong conclusions. 
Right. I have seen that happen a lot. 
Yeah. 
And I see all kinds of ridiculous scores both too high and too low. 
Stephen Shore: Yeah. 
What do you see as the unique strengths of your method? 
Dr. Wieder: 
Stephen Shore: 
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lt is developmental. It takes into account individual differences. It 
puts a child into the human world of relationships and the environment 
and deals with emotions. AI think that while we can't a lways predict 
how a child is going to progress, and I think that unless you use a 
comprehensive approach that looks at a child and family, you won't 
necessarily support that family or that child 's development as well as 
you might. 
Yeah. 
So I think that the strength is our comprehensiveness--
Uh-huh. 
Secondly, our approach is based on a model. We have a theory that 
dri ves the intervention. Rather than a technique-based approach and 
that is a strength. 
Stephen Shore: Yes. Okay. Good. 
Dr. Wieder: Good and short. 
Stephen Shore: Yeah, but that really sums it up . 
What about your method differentiates it from the others? 
Dr. Wieder: 
Stephen Shore: 
Dr. Wieder: 
Well , probably, , the way we use, profiles to try to organize our best, 
ways of thinking about the intervention that is needed. And by taking 
thi s more comprehensive look, I think we employ a wider range of 
interventions that fit the individual child instead of fitting children into 
programs. 
Uh-huh . 
We try to create programs that can work for that ch ild . And it doesn't 
mean that you won't use traditional serv ice, because we certain ly will , 
but it is rea ll y understanding how best to use that service to help that 
child rather than just trying to get a child to fit into what the serv ice 
offers. We will probab ly be more creative about creating the program 
for the child , just based on a child. 
I think that this has been the biggest dilemma in pertaining to the next question 
which is much of the research doesn't come out showing differences, because one, 
there are problems with the fidelity of the intet·vention. 
Stephen Shore : Bi g ones. 
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Yeah , big ones, like, who is doing it? And are they really doing it? 
And what does it mean? 
Right. 
So we have problems with fidelity , and then we have problems with 
the variability. These are different children. I am quite convinced that 
if the research were to be broken down according to different types or 
profiles, better results could be obtained. Aesearchers actually do 
themselves a disservice, because they are not talking about what kind 
of child they are talking about? Not all children are alike, so what are 
the variations? l think we wou ld find more differences in the 
outcomes of research rather than when all are grouped together. 
Uh-huh. 
Because the issue is not is this child autistic or on the spectrum or what 
not, but all of the variations. l would hope to attempt to classify the 
groupings, which is still fairly gross if you ask me, but you can't make 
it too complex, and still make it usable. 
Balance. 
So what we are trying to offer the field is at least a way to try to 
organize these profiles, and realize there are different subgroups of 
children, not to set a ceiling or to limit them, but until we differentiate 
the children and the intervention it is going to be very hard to get 
results. And even if you get something, you don't know why, because 
you haven't gone back to what is the difference in the children, why 
one responds thi s way or another. So l think that is the state-of-the-art 
right now. And in our approach we really try to, get these more 
developmentally-based types of classifications done for the sake of 
obviously creating more effective programs. 
Right. Yeah, that is a good answer for number ten. That was good. 
Yeah. Yeah, l think there is a lot to be said for that. 
Yeah, l think it is a real dilemma. Again, we don't have all of the 
answers. But I think that we can learn more ifwe, if we think in terms 
of these profiles. Oj tis hard to do research , because research only 
studies what it can measure . 
Yes, very specific things. 
Right. Picks out these few things, and the relativeness of that to the 
child's actual functional being is questionable . here is as much a risk 
to underestimating the children,, as to overestimating the chi ldren. 
Uh-huh . 
But there really is so much variation , you know, that,, we just can't 
treat it in this holi stic way which has been a dilemri1a . lfwe only use 
outcomes such as IQ and schoo l placement, well , what does that tell 
you about the child? Well, you don't know much about them? 
No, you don't. Hopefully we wi ll have other researchers adapting this , 
in addition to the "gold standard" of classification 
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Right. 
... of an autism cut-off. I think 
And number 11: Looking at our culture's acceptance of children 
on the autism spectrum, what changes have you seen from the time 
you started until the present? What do you see in the future for 
children on the autism spectrum in this society? And what 
changes in public policy would be most useful to enriching the 
lives of children with autism and provide the greatest benefits to 
their families? 
That is a long question, isn't it? 
It is a multiple. 
The biggest change, and I think the reason that the field is changing is 
because of parents, because they are demanding change. They are 
saying, we need more, you have got to do more and on every front, I 
think, it is so fortunate that the field is being, pushed and prodded by 
parents who want to know about their children. So I have been 
enormously impressed by the effort that is driven by parents who on 
all fronts get more research, get more treatment, get more awareness, 
get more, service. I think that is what is very different about this 
disorder than all of the other children 's emotional or mental disorders 
that exist. 
It is not by chance many of the doors are getting opened, because 
there are in their family that have the know-how, to move things 
forward. Look at all of these new organizations that have come about. 
Some with more specific missions, some with broader missions. . 
These have the capacity to change policy because they are a significant 
constituency with votes and influence. 
Now I think that the issue of culture's acceptance, understanding, 
inclusion are still big goals that we have to meet. And, I really see 
that as a compelling need, but it is not an easy one to accomplish. I 
think it has to be , won over with fam ily-by-fami ly, being embraced. 
Uh-huh. 
And supported by whether it is the neighbor or the local little pre-
school or, the Boy Scouts or other families , and often within the 
families themselves. 
We have work to do on all fronts . As a clinician, l zoom in on the 
individual culture of that chi ld and the community he lives in , but I do 
think that we need to have much , much more education , so that the 
culture will broaden, and the children in these groups rea lly get 
embraced more. Because l still find it heartbreaking everyday to hear 
about what goes on, on the individual level when ch ildren are not 
accepted or when families are not invited or, get counselled-out of 
schools . 
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Yeah. 
here is a lot of good news and sti II a lot of hard work to be done on 
that level in society. Looking at different cultures, in different 
countries where they didn't have such a complex array of services 
which we have in Special Ed and regular ed and almost all are 
included in regular ed. The risk is the polarizing of services one way 
or another without having the flexibility and resources to create va1ied 
programs for children with different needs. I hope that the growth of 
inclusion now is not happening for wrong reasons, i.e . to save costs. 
Yeah. 
And we just see too much vacillation on public policy, so I think 
that , and because of the way our country works even when the federal 
approach will have a certain policy, and certain guidelines and 
whatever, laws that are passed, the implementation by states has a lot 
of leeway. So I think policy just has to be something that we really 
have to persist with-
They really don't. 
1 think that some of the parent advocacy is going to take it further than 
where we have been able to take it as professionals. I really do. So I 
hope that will persist. Because of the epidemic nature of autism, it is 
just going to hit a lot more families, and that will have its influence. 
Congress will need to see who is pushing this . 
Yeah, right. 
our goal in using D-1-R is bringing it to the educational level and so it 
is available thro the entitlement to all children. And, you know, that is 
probably one of our biggest missions now of how to reach families and 
how to get DIR into the educational system. 
Right. I actually had one more question. A surprise question that I am 
curious about. Suppose that tomorrow they announce that there 
was a cure for autism. That they found out that it was a problem 
with the endocrine system that when a baby is born we give them 
certain eye drops and nobody is autistic anymore, and given that 
you have spent many, many years-- I won't say all of your life, 
because yo u started out doing other stuff-- that yo u have put into 
helping children on the autism spectrum, where would you focus? 
What would you do? 
Oh, the same. l am sure I wi II for the rest of my I i fe keep working 
with children and fam ilies and working on development. I mean, your 
question is a great fantasy. l would be delighted to have it come true. 
[Later] 
Yeah. 
And I wish there will be answers one day. I would continue , my 
career has one of just moving at different angles around the same 
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issue, which is kind of the human condition, and how to make life a 
more ... the best experience that it can be. 
Right. 
Given all of the factors that we don't control. So ifwe can control 
autism, I will settle for that. I will still have plenty of work to do. 
[Later] 
Is there anything else that you would like to add? 
No. I know that I am going to think about a dozen things or more 
afterwards. It is kind of hard to capture all of this in an hour's 
interview. 
Yeah. 
But, obviously, I have a lot of confidence and faith in this model. It 
has been the most important work that we have done. To me, it feels 
like it has been a privilege to shift into work with children on the 
spectrum, because the work that we do with children on the spectrum 
will apply to a whole range of developmental challenges and 
emotional challenges. I see things more alike than different from the 
point ofview of what affects a child and what affects a family. It has 
been a wonderful , 
Interaction. 
Interaction. 
Cross-pollination. 
Right. 
But I think that we have a ways to go, and there are areas that I think 
that we have to get better and better at, and, , hopefully, we will step-
by-step. But your efforts in specific ways work better if you can 
embed them in this bigger context and not lose sight of what the big 
goal is . 
Right. 
And,, I will keep working--
That is what 1 tell teachers--
-- and get more creative. 
-- when I do teacher in-services, all of these mysteries beh ind 
accommodations and whatnot is really not a mystery at all but just 
extensions of good teaching practice and maybe everybody would 
benefit from having handouts and teacher's notes and maybe 
everybody would benefit from having an organizer or schedule on the 
board telling them what we are go ing to do today. 
Absolutely, and when I work with parents and especially in first 
meeting them and the initial assessments , I ask what is your child's 
solution to these issues? And usually at this point, at least it is 
someone who has already been through , a lot of the core assessments 
and, you have to understand what your child's existing solutions are, 
because they are doing something for a reason. Such as lining toys up 
333 
Stephen Shore: 
Dr. Wieder: 
Stephen Shore: 
Dr. Wieder: 
on the floor and if they are lining things up or just reading or flipping 
pages in the book. Things have a reason, but you see it is not a 
mystery once you understand the process behind it. 
Right. 
And then all we need to do is to improve the solutions which is what 
intervention is about. We are not so different. 
Right. 
One of the things that, just to bring it home, l will ask any audience 
about their individual differences . It just takes two minutes for 
everyone to know that the way they are listening or learning or, 
adapting in daily life is as varied as the children we work with. And 
the point is that they have grown up , and they can make choices. And 
the dilemma is to getting the children through those first 20 years so 
they can make their choices and have choices to make. 
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FACE-TO-FACE INTERVIEW QUESTIONS 
Below are the questions that were asked. 
1. What got you into this field? When did you first become interested in autism? Was 
there a critical event or was this commitment to the field developed over time? 
2. Tell me about the hallmark events. Those experiences you recall as most 
memorable in your work with children. What experiences were the most 
challenging and what was most rewarding of your journey from your starting point 
until now? 
3. Are there any parts, big or small , in your original theoreti cal orientation to this field 
that you rejected over the years because of what you learned from your own 
research or that of others? 
4 . Please tell me about the hallmark findings from your research and that of others 
essential to the theoretical basis of your theory and practice . 
5 . Is there something you learned from your research and experience that has 
separated you and your work from others perhaps caus ing you to create a new belief 
or theory? 
6 . If you were to consult or do a workshop with persons using your approach what are 
the 2 or 3 things that are essential for others to learn about your work? 
7. What criteria do you cons ider to be most valid in measuring the progress of 
students? Please tell me about your use of: 
A. Standardized instruments 
B . Non-standard ized instruments 
8. What do you see as the unique strengths of your method? 
9. What about your method differenti ates it from the others? 
10. In your opini on, where does the greatest ga p ex ist in resea rch , which if fi ll ed might 
prove to benefit the greatest number of ch ildren on the auti sm spectrum ? 
II . Looking at our culture's acceptance of children on the autism spectrum; what 
changes have yo u seen from the time when you started until the present? What to 
you see in the future for children on the auti sm spectrum in thi s soc iety? What 
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changes in public policy would be most useful to enriching the li ves of children 
with autism and provide the greatest benefits to their fa milies? 
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APPENDIX G 
RESPONSES TO SURVEY QUESTIONS SUMMARIZED BY THEORIST 
DSM IV-TR Definition of Auti sm 
Tristram Smith, Ph.D. 
Tristram Smith was sati sfi ed with the DSM criteri a as listed but suggested that 
auti sm be considered more as a spectrum with POD at one end and typical 
development at the other. He suggested removing Rett Syndrome from the POD 
category and re legating Asperger's Disorder to "an appendix of proposed 
disorders in need of further investigation." 
Smith would like to see a review of research take a larger role in developing 
the definition for autism with poss ible result of better delineating the subtypes of 
autism. 
Gary Mesibov, Ph.D. 
Gary Mesibov indicated that the current DSM IV definitions are a good fit to 
his concept of auti sm. Dr. Mesibov's recommendations for modifi cation of the 
DSM TV-TR definition included more c larity in definin g the subgroups of auti sm . 
He would also like to see inclusion of sensory characteri sti cs and the challenges 
people with auti sm face in terms of more abstract conceptuali zations . 
Anne Roberts, Ph .D. 
Dr. Anne Roberts be lieved that much more is known now about auti sm than 
when the DSM IV was written , followed by the text rev ision in 2000. Anne 
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discussed the realization that autism is a syndrome which is classified into three 
domains rather than a specific disease. She was troubled by the lack of 
knowledge about the causes of autism hampering the development of a good 
definition of the condition and leading to much confusion. According to Roberts , 
the use of POD-NOS as a sort of catch-all for professional reluctant to diagnose 
autism in a child combined with the underlying assumption that all and only those 
characteristics listed in the DSM IV leads to more inaccuracies in diagnosis; in 
short, a confusion of how to define and then account for the mix of 
symptomology. 
Roberts would like to see an umbrella term of "autism spectrum disorder" to 
eliminate unrelated developmental disorders from the PODs combined with 
developing an underlying theory of the autistic condition and expanding the 
domains of experiences that those on the autism spectrum typically (but not 
always) experience. Roberts would like research to progress to a point where an 
underlying neurological basis could be used to help define autism. 
Ann Roberts further stated that Dr. Kitahara, the founder of Daily Life 
Therapy, saw autism as a disorder in anxiety stemming from an inability to make 
sense of the social world leading to a desire to seek safety in predictability and 
repetition. Lack of intent to communicate stemmed from failing to understand 
how communication "works ." Roberts saw people with autism as having 
variances along the following five dimensions : sensory sensitivity and integration , 
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activity level, levels of anxiety, vis ual-motor integration , and cognitive 
functioning. 
Arnold Miller, Ph.D. 
Dr. Arnold Miller saw a problem in the checklist approach the DSM IV-TR 
implies , and maintained that children with autism fall under two broad 
dispositions: closed-system disorder and system-forming disorder. Children in 
the former tend to be preoccupied with objects to the exclusion of people. 
Intruding or interrupting a system causes great distress in the chi ld with a strong 
effort to maintain the behavior. System-forming di sorder , on the other hand , 
denotes children who are so attracted to salient stimuli from the environment that 
it precludes interacting with any one object long enough to form systems or 
rituals. Often children in the latter category have a disconnection between their 
sensory modalities. 
Miller suggested that another characteristic lacking in the DSM IV-TR is 
body-to-environmental relations. The poor definition of between body of the self 
and the bodies of others, or body to other objects or events, results in these 
children having no clear sense of their own bodies and how their bodies relate to 
others. Finall y, Dr. Miller noted that the DSM JV-TR makes no mention of 
sensory issues , which he feels plays an important part of a chi ld 's coping abilities. 
Arnold Miller would like to see the checklist include the two different types 
(closed-system disorder and system-forming disorder) of auti sm with the 
understanding that one type of characteristics will dominate over the other rather 
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than any particular child being purely one or the other. Miller would also include 
descriptions relating to impaired body awareness , body-world relations, as well as 
over and under reactivity to stimuli. 
Serena Wieder, Psy.D. 
Dr. Serena Wieder indicated that the DSM definition needs to move from a 
categorical to a multidimensional approach where characteristics are expressed in 
varying degrees of challenge rather than a number of black and white-- "you have 
it or don't." Wieder questioned the meaning and research that has (or has not) 
gone into deciding how many symptoms out of the total (why three out of five 
instead of two out of five) to be considered as having an autism spectrum 
diagnosis. According to Wieder, there is no indication that the severity of any 
particular symptom plays a role in determining a diagnosi s. Some of the areas 
that Wieder would like to see as part of a multi-dimensional model include 
regulatory -sensory processing , motor planning , communication, language, and 
learning capacities. 
Wieder would also like to replace the " not yet empirically validated diagnostic 
system" with one that is developed on the basis of extensive clinical experience 
and follow up . She suggests the DIR model , which organizes multidimensional 
profiles, faci litates understanding of the disorder, as well as guiding intervention 
and treatment pl anning. The three-part model, which form s the acronym DIR , is 
outlined below. 
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Developmental capacities- the level of emotional, soc ial, and intellectual 
functioning (technically called functional emotional developmental capacities)-
these include regulation and shared attention , engagement , two-way 
communicati on , shared problem-solving interacti ons, creating symbolic ideas, and 
abstrac t thinking. 
Biolog ically based Individual processing diffe rences- the way an infa nt or 
young child reacts to and comprehends different sensations, such as auditory, 
vi suo-spatial , or tactile, as well as the way in which the child plans, sequences, 
and executes ac tions. 
R elati onships - including child/caregiver/family and other relationship 
patterns and emotional development. 
Wieder maintained that the three interrelated components of DIR are 
necessary fo r accurate and meaningful multidimensional class if ication and 
grouping of children with autism. Do ing so is a prerequi site for basing 
meaningful intervention planning and research . Her rationa le is that such an 
approach would be based on clinicall y meaningful categorizati ons recognizing 
dimensional processes and the full range of human functi oning (depth of human 
fee ling and relationships). The approach also takes into account current research 
about developmental pathways, etiology, and response to optimal interventi ons . 
Proposed Defi nition 
Tri stram Smith 
Tri stram Smith suggested that the definition was too vague and general to be 
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of help to others in the fi e ld of autism . In other words , the criteria should be 
distinct and measurable. Smith prefers a definition to have specific statements. 
According to him , another weakness is that the definition is tied to a specific 
theoretic orientation (sensory integration [SI]) . He noted that most researchers 
refute SI as a theory but further research on thi s approach may still be usefu l . 
Finally, he would modify the definition by using objecti ve, specific criteria 
supported by empirical research. 
Gmy Mesibov 
Dr. Mesibov felt the proposed definition of autism is a good fi t. However, he 
did not understand what " lack of proper body to environmental awareness" means 
and would like more clari fication in this area. 
Anne Roberts 
Dr. Roberts feels that while the proposed definition addresses the need for a 
neurological theory as a fundamental theoretical underpinning fo r diagnosis , it 
fa ils to address the need to have a theory tying together a relati onship among the 
symptoms . This would lead to greater coherence in gui d ing an approach to 
education and therapy [intervention] for children with auti sm spectrum di sorders. 
Roberts suggested the following for modifying the proposed definiti on . "More 
verbiage is needed to ex pl ain the meaning of the statements . While the sensory 
motor and body to environmental awareness is good , other components such as 
acti vity level, leve l of anxiety, visual-motor integration , and cogniti ve functi oning 
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need to be added with all the component taken as a whole for diagnosis." 
Arnold Mi ll er 
Dr. Miller was satisfied with the proposed definition . However , he would like 
to see more specificity regarding the different kinds of children who are class ified 
under the auti sm spectrum. For example, he would modify the definition to 
include a distinction between children demonstrating closed-system tendencies 
versus those exhibiting system-formi ng disorder behaviors. Below is a table 
describing how Arnold Miller contrasted children in the categories of closed-
system and system-forming disorders. 
Table 2 
Contrasting Children with Closed-System and System-Forn1ing Disorders 
Disorder 
Closed system 
System-forming 
Children 
Type A 
Minimal executive 
and few systems. 
Poor shifting/scanning. 
People excluded from 
Systems 
Minimal executive 
functioning. 
Poor sensory- motor 
Type B 
Executive functioning with 
many object systems . 
Ability to shift from one system 
to another. 
People excluded from systems. 
Litt le execut ive funct ioning. 
Salient properti es of many 
coordination limi ts sources induce repeated 
system f01ming. Orienting but not engagement. 
Used with pe1mission from Miller, A. (2007). The Miller MethodE. Developing capacities 
of children on the autism spectrum. London: Jess ica Kingsley Publi shers. P . 31. 
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Serena Wieder 
While Dr. Serena Wieder appreciated the recognition of neurobiological basis 
for autism , she stated that the definition is too broad and general to understand the 
range of individual variations , the interactions between the e lements of the 
biological condition , the developmental pathways, the interactions between the 
child , family and the environment , and most important , the therape utic 
implications. 
Wieder proposed a definition of neurodevelopmental disorders of relating and 
communicati on (NDRC). NDRC covers aspects of child development , socia l 
re lationships , language, cognitive functioning, as well as sensory and motor 
processing. The DSM IV-TR category of PDD would fall within DRC . 
According to Wieder , the NDRC enables the clinic ian to cons ider the full range of 
disorders of rel ating, communicating , and thinking as well as to capture the large 
degree of individual vari ation in infants and young children who ultimately 
ev idence common features of difficulties in forming relationships, communicating 
at preverbal and verbal levels, and engaging in creative and abstract reflective 
thinking as well as sensory hyper- and hypo-reacti vity. 
Wieder stated that practiti oners of DIR hypothes ize auti sm as beginning with 
a "a biologically based di fficulty with forming an early sensory-affect-motor 
connecti on and subsequent difficulties with connecting affect to complex motor 
patterns to facilitate motor pl anning and sequencing and shared soc ial problem 
so lving," w ith children being affected in varyi ng degrees, caus ing a cascad ing 
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effect of developmental difficulties as the child gets older. 
Wieder identified four major areas of individual processing differences. 
I. Auditory Processing and Language: the way in which we receive information, 
comprehend it, and express it. 
2. Motor Planning and Sequencing: how we act on our ideas or on what we hear and 
see. 
3. Visual-Spatial Processing: the ability to make sense of and understand what we 
are seemg. 
4. Sensory Modulation: the ability to modulate or regulate sensation as it is coming 
111. 
These processing differences interplay in four main profiles capturing the major 
variations of NOR C. 
TYPE 1: Early Symbolic, with Constrictions 
Children in this category are characterized by constrictions in shared attention, 
engagement, initiation of two-way affective communication, and shared social problem 
solving. Prior to intervention these children are limited to opening and closing only 4-
10 circles of communication (a back-and-forth interaction with another person) in a row. 
Other characteristics include perseveration and a degree of self-absorption. An initial 
evaluation reveals islands of memory-based symbol use such as labeling pictures or 
repeating memorized scripts. Range of affect is very limited, and integration of symbol 
use with other developmental capacities is also limited. 
TYPE II: Purposeful Problem Solving , with Constriction 
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Often initially seen between ages 2 and 4, children in these groups have more severe 
challenges than TYPE I individuals and tend to make slower, but consistent progress. 
The third and fourth core developmental capacities listed above are significantly 
constricted. Hurdles are overcome one at a time with a great deal of time and effort. 
Interaction is only intermittent with no more than two to five circles of 
communication being completed in a row. Ex isting engagement tends to be need-
oriented. With the exception of possibly a few scripts, there are few , if any, islands of 
true symbolic activity. Multiple processing dysfunctions at a moderate level also occur. 
Development of symbolic capacities tends to be limited , with the children relying 
more on imitation as a basis for language and symbolic play. Reaching a stage of 
development where they can build bridges between ideas in circumscribe areas of 
interest is sometimes possible. However, age-appropriate depth and range of affects and 
abstract thinking remains delayed and focused on real-life needs . 
TYPE III: Intermittently Engaged and Purposeful 
Being very self-absorbed, engagement with others is extremely intermittent and 
tends to fade in and out. Two-way communication is limited to purposeful pursuit of 
concrete needs or basic sensorimotor experiences. Affect-based intervention can slowly 
help these chi ldren convey simple emotions such as happy, sad, and mad but at a 
shallow level. Islands of pre symbolic, purposeful and problem-solving communication 
and behaviors may be learned with more strength in the receptive area. 
These chi ldren often do not reach true symbolic stages as s ignified by using toys as 
if they are real , and may be unable to truly represent themselves usi ng dolls and toys. 
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There may be other severe processing challenges such as oral-motor dyspraxia and only 
develop very limited oral communication skills but may learn a few signs and develop 
some computer skills. 
TYPE IV: Aimless and Unpurposeful 
Wieder noted that children in this category tend to have the greatest challenges. They can 
be passive, self-absorbed or active, or stimulus seeking, or some of each. Shared 
attention and engagement present severe difficulties unless the interaction is 
sensorimotor-based. Some children may learn organized sequences such as brushing 
their teeth or dressing. Greater success is possible for activities involving purposeful 
body movement such as skating , swimming, bicycles, and so on. Children in this 
category may have regressions , perhaps when the environment is not sufficiently tailored 
to their processing style. 
According to Wieder, each -of the four types of children can also be described more 
systematically with respect to the four dimensions listed below . These characteristics 
contribute to abilities of these children to be regulated, purposeful and communicative . 
Sensory Modulation: 
• 
• 
• 
Tends to be overreactive to sensations, such as sound or touch (e.g., covers ears or 
gets dysregulated with lots of light touch). 
Tends to crave sensory experience (e.g., actively seeks touch , sound , and different 
movement patterns). 
Underreactive to sensations (e.g. , requires highly energized vocal or tactile 
support to alert and attend). 
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Motor Planning and Sequencin2:: 
• 
• 
Relative strength in motor planning and sequencing (e .g. , carries out many-step 
action patterns, such as negotiating obstacle courses or building complex block 
designs). 
Relative weakness in motor planning and sequencing (e.g. , can barely catTy out 
simple movements and may tend to simply bang blocks or do other one- to two-
step action patterns) . 
Auditory Memory: 
• Relative strength in auditory memory (remembers or repeats long statements or 
materials from books, TV , records, etc.). 
• Relative weakness in auditory memory (difficulty remembering even simple 
sounds or words) 
Visual Memory: 
• Relative strength in visual memory (tends to remember what is seen , such as book 
covers , pictures , eventually words, etc.) 
• Relative weakness in visual memory (difficulty remembering even simple 
pictures or objects). 
Insofar as modifying the proposed definition of autism , Dr. Wieder recommends 
greater clarity in defining the lack of body to environmental awareness. 
Case Studies 
The case stud ies strive to represent the breadth and diversity of the autism spectrum in 
terms of severity and characteristics. Additionally , in keeping with the ratio of boys to 
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girls who are affected with this condition two males and one female child comprised the 
vignettes. Three vignettes were developed requesting to the theorists to comment on and 
suggest recommend interventions according to their approach. The first study described 
a nonverbal child severely affected with autism with a tendency to get stuck in routines. 
The second study focused on a scattered child moderately affected with autism who had 
some verbal skills but it was unclear whether she understood the function of her verbal 
communication. The final study is a child affected with high functioning autism, tends 
towards rigidity , and if anything , is hyper verbal. 
Robert 
Behavior 
Tristram Smith. According to Smith, addressing the child's challenging behaviors 
starts with a functional behavior analysis. Some of the possible triggers of the 
challenging behaviors Tristram recommended considering include being alone, having a 
prefeiTed object within sight but out of reach, response to demands, physical proximity , 
transitions, changes in routine , or other environmental events. Smith also recommended 
getting reports from caregivers. The results from this assessment are subsequently used 
as a basis for interventions. If these efforts are met with minimal success, or a cri sis 
develops , a referral for an evaluation for medical issues would be made . 
Gary Mesibov. Mesibov suggested that Robert has not established a productive work 
routine and doing so is the first priority. He recognized that Robert has good matching 
skills but is too rigid about how he uses them. He would initially establish the concept of 
a " work, then play" routine, employing clear visual direction through one-on-one work. 
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Mesibov suggested the "Shoe Box Tasks" because many of them are matching-oriented 
and tend to engage people with autism. 
Anne Roberts. Pos iting that Robert is at the severe end of the autism spectrum , 
Roberts suggested a fi rst priority of developing a bond with the child as the initi al step in 
developing awareness of the adult. Poss ible acti vities could include rough housing , 
tickling, and hugs. Consistency in the adult 's interactions with Robert and structured 
routines such as taking turns in placing the cups will reduce anxiety, he lp him fee l safe, 
and promote behav ioral self-control. 
Roberts stressed the importance of learning receptive and expressive communication 
using verbal language that is slow, exaggerated in tone and meaning , emphasizing key 
words within the context of meaningful speech, along with augmentation by visuals, 
gestures and hand-over-hand assistance. 
Additionally, group interaction with peers at about Robert 's level wi ll he lp learning 
through imitation and reali zation that others are doing "OK" in the same si tuation. A 
good physical education program containing cardiovascular exercise will improve gross-
motor , coordinati on , and balance, leading to improved self-esteem and leisure skills . 
Arnold Miller. Miller perce ived Robert as being intolerant to change as well as 
intolerant of people entering his acti vity system . Deve lop ing a re lati onship with Robert 
would beg in with stacking the cups and saucers exactl y the way he is stack ing, perhaps 
from a couple of fee t away. In other words, exactl y mimic what Robert is do ing. The 
next step is to "accidentall y" all ow one of the ad ult 's cups to fa ll near Robert. Social 
interacti on beg ins when Robert starts accept ing these cups fo r hi s stack ing acti vity. 
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Following, the examiner or therapist will start handing Robert cups in front of his or her 
own face, causing Robert to taking in the quality of another person ' s face. Robert ' s 
accepting of the object from the therapist in order for him to complete his stacking ritual 
means he has taken the person as part of that ritual. 
Expansions of the stacking system can be made by experimenting with slight 
alterations such as different color cups and saucers , difference sizes and even placing 
cups on a matching saucer. 
Serena Wieder. According to Wieder, practitioners of DIR do not separate behavior , 
social interaction, and communication when developing and administering interventions 
for children on the autism spectrum. However , she did endeavor to answer the questions 
examining the different areas of interaction as organized in the study. Additionally, 
Serena wished additional information regarding the relationship between the child and 
the person(s) they interact with the most as well as the child's affect or how long the 
child has been in the environment described in the vignette. 
Finally , Serena mentioned that she was so busy at the time she was working on the 
responses that she engaged the assistance of some trusted therapists to handle each of the 
different vignettes. Dr. Wieder then compiled and edited those responses to make a 
complete set of answers prior to her submission. 
Wieder noted that the child likes to stack cups and saucers of the same color but does 
not alternate them . Robert is observed being able to di scriminate by the two attributes of 
size and color . Wieder suggested that Robert may not know that the other person wishes 
to join him and that perhaps greater verbal or other efforts should have been made to let 
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him know of the therapist ' s intentions. An additional suggestion was that the therapist 
might have started the interaction by finding a way to help Robert accomplish his task 
such as offering a cup. Robert's behavior of flinging and screaming was seen as an 
attempt to stay in control of the activity. 
Another idea in Serena ' s response was to reframe at each statement in the vignette 
from the viewpoint of relative strengths and weaknesses. Is Robert's style of stacking 
rigid and controlling or purposeful with a determination to finish his activity? Was he 
demonstrating good discrimination or lack of understanding how things go together? 
Dr. Wieder's response suggests that Robert exhibits deficits in functional emotional 
developmental capacities and recommends a thorough evaluation of Robert ' s individual 
differences and functional level of early emotional development capacity of relatedness 
with his most important caregivers. Intervention goals include developing shared 
attention and regulation, opening and closing multiple circles of communication at the 
preverbal stages with gestures , and progressions to long chains of social problem solving 
with the continuous flow of co-regulated affective interactions. Eight 20-minute 
Floortime sessions a day covering semi-structured and structured activities , a basic 
sensory motor program to treat motor planning and visual spatial challenges , play dates 
and specific therapies (speech, OT, etc.) in addition to any preschool involvement is 
recommended. 
Social Interaction 
Tristram Smith. Taking a behaviorist clinician ' s approach, Smith considered 
everything a child does, thinks , and feels as behavior. He recommended evaluating 
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current social skills using the Vineland and possibly the Autism Diagnostic Observation 
Schedule. For children older than Robert , Smith would focus the intervention on 
imitation , joint attention, beginning play skills , whereas other children may need help on 
conversational skills, peer interaction, participating in group activities, perspective-
taking , and problem-solving. 
Gary Mesibov. Mesibov did not think there was enough information in the case study 
to comment on social interaction . 
Anne Roberts. Roberts indicated that she addressed social skills in her response to an 
earlier question and entered no information for this questions specifically. 
Arnold Miller. Miller saw Robert as intolerant of people entering his activity systems. 
He suggested ways for addressing Robert 's social interaction in the previous section. 
Robert was considered in Dr. Wieder ' s response as developmentally delayed in 
relating with others. A Floortime program would involve another person close to Robert 
to alleviate possible social anxiety. The Flomtime program would focus on engaging in 
pleasurable and enjoyable activities for Robert. Beginning at the level of shared 
attention , the parent would be coached to become as helpful to Robert as possible as he or 
she followed the child ' s lead. At first the focus will be on nonverbal , gestural 
communication, including vocalizations involving high positive affect based on different 
feelings. 
As mutual interaction increased, the professional or partner would carefully expand 
the activity in small ways. After Robert became satisfied with mutual engagement 
another child would be brought in to play with the adult giving Robert a chance to learn 
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through imitation. The professional would fade him or herself out by handing needed 
objects to the parent , reading cues and commenting on flow of play, and using simple 
verbal repetitive shared scripts such as "ready , set ... go" or" 1 ... 2 ... 3 . . . " . The 
Floortime program would contain many sensory experiences. 
Quality of Communication 
Tristram Smith. Smith would base his intervention on evaluations of the child. For 
children challenged with initiation of communication, he would focus on teaching the 
child to make requests. Children able to communicate but doing so awkwardly would 
receive interventions based on having age-appropriate conversations, self-monitoring of 
volume and speech, using and interpreting body language , and understanding implicit 
meamngs. 
Gary Mesibov . Mesibov did not feel there is enough information in the case study to 
comment on quality of communication. 
Anne Roberts . Roberts indicated that she addressed social skills in her response to an 
earlier question and entered no information for this questions specifically. 
Arnold Miller. Because Robert is nonverbal , Miller recommended nanating the 
interactions related to the cup-stacking session. For example , "Robert is stacking the 
cups. Now Robert is stacking the saucers." After a period of time , the therapist can try 
to momentarily with hold the cup or saucer Robert needs to continue his stacking system. 
Any incipient gesture or sound Robert makes during the interruption is treated as a 
communicative attempt -- and Robert is given the item he needs so desperately to 
continue his stacking system. 
354 
Dr. Wieder's response maintained that social interaction is communicati on so the 
previously mentioned interventions fall under thi s category as well. Serena recommends 
intensive augmentati ve communication strategies, and oral motor treatment. Three 
months later , an assessment for auditory trai ning is recommended. Visual strategies and 
songs for trans itions and ac tivities in the school day are recommended. Everything is 
done in the context of an interactive relationship , taking in account Robert 's sensory 
profile as well as highlighting intentions and encouraging pre-verbal and verbal 
communication in an effort to open the symbolic door to promote higher level thinking. 
Theoretical Underpinnings 
Tristram Smith. Considering himself foremost as a clinician, Smith was more 
interested in what research informs him of intervention efficacy. He stated that the 
behav ioral treatments are primary for intervention with medication as possible 
supplementation for address challenges people with autism face. 
Gary Mesibov . Mes ibov stated that he is guided by the TEACCH approac h, which 
combines social cognitive and deve lopmental theory as well as applicati ons fro m 
neuropsychological research in auti sm fo r developing educationa l programs and 
acti vities. 
Anne Roberts . Roberts indicated that the philosophy and methodology of Dail y Life 
Therapy as briefly and partially outlined above guided her approach. 
Arnold Miller. Miller mentioned that practitioners of cogniti ve-deve lopmental system 
theory believe that children with closed-system di sorder urgently need to maintain their 
ritual systems. Careful chall enging of these systems, such as Robert ' s in the fo ll owing 
355 
ways: (a) stack near hi s system; (b) allow an object to fa ll near hi s system that he might 
use and (c) introduce a person into that system . Another aspect of the theory is that 
closed-system disorder children like Robert operate in a single-track manner with 
primary emphasis on objects rather than people . Yet another aspect of the theory 
suggests that by plac ing an object in front of the face of the person that the child will take 
in BOTH the object and the person as background [principle of inclusion]. 
Sarah 
Behavior 
Tristram Smith . According to Smith , address ing the challenging behaviors starts with 
a functional behavior analysis. Specifically, he recommends see ing whether Sarah 's 
parents' behaviors inadvertentl y reinforce Sarah 's tantrums such as offering something 
Sarah des ires to quiet the behav ior. Smith also recommended assessing to see if Sarah 
has suffi cient communication skills to satisfy her wants and needs. If communication is 
found to be lacking then verbal or augmentative modes of communication will be taught. 
Gary Mesibov . Mesibov suggested that while Sarah is able to verbali ze, write down 
letters and possibly words, she does not necessaril y understand the meaning of the words 
she uses, caus ing her frustration levels to increase. Mes ibov recommended intensive 
cogniti ve, developmental, and communication assessment to identify, and then 
developing interventions focused to her current leve l of understanding. 
Anne Roberts. Roberts pl aced Sarah on the moderate, somewhat towards the severe, 
porti on of the auti sm spectrum where her functi onal kill s seem to be overtaken by 
di stractibility , which are suggesti ve of sensory issues. In other words, Roberts 
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considered Sarah to have higher cognitive than expressive abilities. 
Roberts recommended building an initial bond through fast-paced physical interaction 
and sensory activities that are enjoyable for Sarah to help her increase focus and gain 
better body/self awareness. Additional activities for further cementing the child-adult 
bond include music and art. 
Roberts further suggested intellectual stimulation and direct physical guidance for 
developing joint attention. Use of cloze and scripted sentences along with visuals for 
expansion of vocabulary were also recommended. Increasing receptive abilities will help 
Sarah feel more secure in her environment. A routine-based , highly structured 
environment will help with social interaction and lessen frustration. Additionally, being 
with a class of her peers at about her level will help Sarah gain mastery through imitation 
learning and by learning social interaction skills. 
Arnold Miller. Miller considered Sarah as a child with system-forming disorder rather 
than a closed-system disorder such as Robert. Miller believed that Sarah ' s verbalizations, 
although they may seem meaningful to her parents, are unlikely to have meaning for her. 
Her tendency to be driven by salient stimuli in the environment suggests a need to work 
with her in quiet , distraction-free settings , restricting her activities one item at a time. 
A possible session could start with dumping a dozen blocks into her lap. Sarah will 
likely knock them off, but that would start the interaction with the therapist. The next 
step would be to put one of the objects in her shirt, causing Sarah to reach in and throw it. 
The therapist then gestures to suggest where to throw this block and continue placing 
more blocks, one at a time , under her shirt. The hope is that repeating this activity turns 
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these actions into a system. When Sarah's interest fades away then another activity such 
as squeezing water out of sponges could be introduced . These help Sarah develop 
organized systems, which can then be employed to teach functional communication. 
Miller recommended no academic work with a child at Sarah 's level of functioning 
until she has formed a number of basic systems such as picking things up , dropping, 
throwing, and fitting things into different spaces are established. 
The next step is to after Sarah learns to focus with individual systems is to teach her 
to move from one to the other rapidly so that she realizes that when leaving one system to 
another she can return to the first. 
When using the step-slide system, children like Sarah often go down the slide and 
then forget where the stairs [that she climbed up to get to the slide] are. Rapid pacing of 
systems is necessary for children like Sarah. When the goal of having Sarah look 
towards the next activity of the step slide activity has been reached she will have 
achieved another organized system. 
Practitioners of the DIR model first examine a behavior from the perspectives of 
functional emotional capacities to understand challenges in relating and communicating. 
Second , an examination of underlying sensory processing , and hyper- and hypo-
sensitivities will be made . In short, what is derailing purposeful behavior and why is 
Sarah so challenged to cope more adaptively. 
At this point Sarah ' s alarm and panic at sudden environmental intrusions overwhelm 
and disorganize her nervous system. A DIR practitioner would strive to engage Sarah in 
meaningful co-regulated problem solving activities in order to modulate impuls ivity , 
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allowing for better communication. While Sarah appears to ask for things, her challenges 
in language process prevent communication of wants and needs in a way others can 
understand . 
Changing Sarah 's behav ior depends on improving regulati ons, two-way 
communication , and problem-solving interactions as well as the firs t four core functional 
emotional developmental capacities of the DIR model mentioned above. Due to Sarah 's 
difficulties in the areas mentioned above, merely attempting to extinguish challenging 
behaviors will not do . 
As work is done to address Sarah multisystem challenges, especially with her 
hypersensitivities relating to auditory and visual senses that di sorganize and disrupt her 
attention , gentle but firm limits must be establi shed to contain her frantic discharges . 
Visual strategies combined with learning long chains of back and forth interactions will 
preempt her disorganization and help her learn what is safe or not , and expand her 
attention , engagement and verbal communication. 
A strong occupational therapy program at school and home to address regul ation of 
attention , body awareness , motor planning and sequenc ing, and visual spatial functioning 
wi ll help Sarah regulate and motor plan her body. Sarah 's sensory-motor diet should 
consist of deep pressure for proprioception and swingi ng for ves tibular input . Heavy 
work making use of the whole body is recommended as well as a weighted or hug vest. 
Meaningful , sensory-based c lassroom acti viti es must be deve loped for her because 
Sarah 's behavior suggests she is unab le to even organi ze her vision to focus on what she 
is doing or able to seek what she needs systematicall y in order to, for example, writing 
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the alphabet. However , given her visual strengths, the practiti oner recommends visual 
schedules and communication boards beginning with actual photo and mov ing towards 
line drawings . 
Finall y, the DIR practitioner recommends looking into any possible needed 
nutritional interventions. 
Social Interaction 
Tristram Smith . Again , Smith emphasized the importance of proper assessment for 
determining an appropriate intervention. Additionally, he suggested adding the use of 
pictorial acti vity schedules , increasing the length of time spent on individual acti vities, 
and working on prompting and reinforcement procedures to increase her attention span. 
Gary Mesibov . Mesibov did not feel there was enough information in the case study 
to comment on social interaction. 
Anne Roberts. No entry. 
Arnold Miller. No entry . 
In her report , Serena Wieder , recommended many hours of Fl oortime per day in 
school and at home. The goal is to develop mutual attention, engagement , and reciprocal 
interac tions, fo ll ow ing the child 's lead . At least f ive play dates per week with children 
further along in development , who can be coached as peer helpers. Time spent in gy m 
class and music therapy may ass ist in deve lopment of soc ial interacti on , motor pl anning, 
and sequencing . 
Quality of Communicati on 
Tristram Smith . o entry , 
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Gary Mesibov. Mesibov did not feel there was enough information in the case study 
to comment on quality of communication. 
Anne Roberts. No entry. 
Arnold Miller. No entry . 
Dr. Wieder's report suggested that Sarah ' s language is rendered fairly nonfunctional 
be comprehension and retrieval difficulties as well as delayed echolalia. Combined with 
poor gestural use Sarah becomes very frustrated at not getting her needs and wants met. 
Motor planning challenges make writing very difficult at this time. However, employing 
Sarah 's visual strengths by using storybooks with good pictures read interactively may 
eventually lead to learning to read and write. 
Speech and language therapy should focus on preverbal gestures , nonverbal 
communication and initi ating/maintaining interaction , and comprehension as well as 
addressing the development of spoken language , in the context of meaningful experiences 
(not rote ski lls) and oral motor treatment. 
Theoretical Underpinnings 
Tristram Smith. As mentioned with Robert , Smith was more interested in research-
proven methods of intervention . 
Gary Mesibov. Mesibov suggested employing the TEACCH cognitive developmental 
and communication assessment packages to establish appropriate communication and 
cognitive tasks for Sarah . Doing so , Mesibov suggested , will improve her behavior and 
communication skill s . 
Anne Roberts. Roberts felt that Sarah would great ly benefit from DLT. 
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Arnold Miller. Miller stated that cognitive developmental systems theory indicates 
that Sarah needed to form systems . Doing so requires rapidly paced activities so that she 
can connect different parts of a system together. Once Sarah is able to maintain a system , 
the next step is to start complicating it so that she can do different things within it. For 
the step slide system , those complications could be going down the slide head first , on 
her tummy , side, and so on. 
The three areas of focus indicated in the report are Developmental, Individual 
Difference, and Relationship-Based Components. In the Functional-Emotional-
Development domain , Sarah appears to function at the lower end. She seems to have 
some capacities at the lower three levels of interaction (mutual attention/engagement. and 
two-way communication). Meeting the child where she is-- needing work on developing 
ability to relate and communicate -- is where intervention is suggested to begin rather 
than learning the alphabet. 
The Individual differences domain of functioning is hampered by challenges in 
auditory processing, language comprehension , verbal expression, motor planning and 
sequencing, and in regulation of movement and attention . Sarah's responsiveness to 
stimuli in the environment is hampered by challenges in regular of her body. Sensory 
integration therapy would help in this area . It is crucial that Sarah be taught a reliable 
means of communication , verbal or otherwise. 
Attention to the Relationship and affect domain is crucial fo r Sarah ' s development. 
While work is being done on Sarah ' s communication ski ll s, caretakers , family, and other 
significant people in her life need assistance on learning to read her cues . Practit ioners of 
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DIR think that the primary way a chi ld learns is through hav ing an emotional or affective 
connection with others . Until meaningful engagement with others happens then spoken 
language remains rote, echolalic, and self-stimulatory. 
Finally , a thorough evaluation for any biological issues such as diet , medical, 
neurological, and so on , is needed to rule out possible derailing factors . 
Sam 
Behavior 
Tristram Smith . Smith would focus his intervention on Sam 's difficulty in modifying 
his routines through the use of Social Stories TM and poss ibly picture schedules to prepare 
for the change. Differential reinforcement of low rates of behavior would be considered . 
The first time Sam asks about the schedule , the teacher would agree to talk about the 
change for a measured period of time using a timer. At the end of that time, the teacher 
will state that she was glad to talk about the schedule change fini shing with "we are all 
done." Repeated requests to di scuss the schedule would meet the response of "we are all 
done talking about the schedule . It 's time to talk about X ." 
Gary Mesibov. Mes ibov suggested that Sam needs a schedule to help him make sense 
of hi s day to he lp avo id violating his expectati ons of ro utines. Once Sam is able to 
implement his schedule, Mes ibov recommended strateg ies fo r developing flex ibility . 
Developing skill in thi s area would have avo ided Sam's outburst and improve behav ior. 
Anne Roberts . Roberts suggested that Sam's high leve l of cogniti ve functi oning 
blinds hi s teachers to the very real needs in other areas. Roberts surmised that Sam 's 
anxiety about being with typical peers results in unreg ulated ex pressions of stress in the 
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form of aggress ion , self-injurious, and other inappropriate behaviors . According to 
Roberts, the DLT philosophy of balanced education in the physical, emotional, and 
intellectual realms will help Sam . 
Roberts recommended initially findin g a way to bond with Sam; perhaps though his 
special interest in airplanes . A clear structure on when talking about airplanes is 
appropriate needs to be developed as well as explicit instruction on li stening, rec iprocal 
conversation , reading body and other nonverbal language for better communication . 
These skills should be taught in a naturalisti c manner in a group setting . Finall y, a visual 
schedule that is referred to as each acti vity is done will help Sam get through his day and 
to prepare for changes. 
Arnold Miller. Miller suggested that Sam li ves in a precarious, linear fashion with 
each event re lated to the other in a chain-like manner. Events going as planned are 
reassuring whereas modifications in the schedule feel like a huge threat to Sam ' s very 
being because he lacks the conceptual framework to make room fo r changes . In fac t , 
putting off schedule-related queries for children like Sam only exacerbate the situation to 
the point of tantrums and other extreme behaviors. 
Sam can be helped in coping with change by the fo ll owi ng. First , the teacher should 
acknowledge when a change happens or is about to happen . Drawing a series of linked 
boxes labeled with the events on the board is a good start. Secondly, a change is 
signif ied by erasing the name of the cance ll ed ac ti vity (math) and repl ac ing it with the 
new ac ti vity (general assembl y) , fo llowed by enumerating the events occuning 
afterwards as expected . F inall y , the fo llowing day should be charted out in a s imilar 
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fashion with the math class reestablished emphasizing that the change is for "this day 
only ." The teacher should continuously monitor Sam to see how he is processing thi s 
information . This procedure should reduce Sam 's anxiety because he now has a visually 
based framework to work through the change . 
Serena Wieder suggested that regulatory problems were contributing to Sam ' s 
difficulties in the basic six functional developmental capacities. Sam's anxiety seems to 
peak during social events or when anticipating them and his motor planning abilities 
seem compromised. The high arousal caused by Sam's anxiety showed up in the 
following four situations: obsessive focus when upset, rocking during stressful times (to 
calm high arousal), biting teacher , and a temper tantrum when hi s expectation in c lass 
was violated . 
Recognizing that Sam's acting-out behavior is neurologically rather than intentionally 
induced, a DIR practitioner would recommend addressing the underlying problems such 
as arousal level, self-awareness, and communication as opposed to implementing 
behav ioral consequences at this time. Recommendations for Sam were: 
I . Occupational therapy to help Sam deal with his challenges of high arousal during 
stress; suggesting that hypersensitivities to sounds and visual-spatial distortions may 
contribute to hi s challenges in gym. 
2. Floortime-based psychotherapy encouraging symbolic expression through play 
and conversations will teach Sam how to commun icate hi s fee lings of dist ress, upset and 
anxiety. Behav ioral-cognitive strateg ies are not recommended at thi s time due to Sam 
not yet reaching a developmental stage allowi ng for generali zation. Floortime-based 
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psychotherapy sessions should be occur several times a week and include the parents , 
allowing them to engage in complementary " talk time" to encourage communication and 
reflection. Specific strateg ies such as visualization of the next day or of successfully 
meeting an upcoming challenge will also be helpful . These "talk about tomOJTow" 
sess ions will also help in practicing regulation in a safe and trusting relationship and help 
Sam consider the impact he has on his parents, siblings, and others . 
3. As the strategies above are being given time to work , immediate steps should be 
taken to modify Sam's programs were he is unable to cope. Some of these steps include 
a modified gy m class , using a visual schedule to cope with changes that Sam may not be 
able to interpret verball y . Alternative acti viti es should be planned in a proacti ve manner 
to circumvent Sam ' s panic reactions to being overstressed and overwhelmed when he is 
di stressed . 
4. A child psychi_atri st who is familiar wi th children like Sam should be consulted 
for possible medica l issues and the need for medication. 
Social Interaction 
Tristram Smith . Smith would focus on conversational skill s, peer play, group acti vity 
parti cipat ion , perspective taki ng , and problem so lving. He emphas ized the need fo r 
education in perspecti ve taking because Sam may be unaware that other people have 
different agendas , causing unprepared changes to be parti cularl y shocking to him . 
Gary Mesibov. Mesibov did not fee l there was enough info rmat ion in the case study 
to comment on soc ial interaction. 
Anne Roberts. No entry. 
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Arnold Miller. Miller indicated that Sam 's ability to interact is a good sign . 
However , he suggested that Sam interacts in a closed-system manner. Whereas closed-
system children more severely affected with autism engage in phys ical behaviors such as 
lining things up , flu shing toilets , opening and closing doors , and other repetiti ve actions , 
a child at Sam's level of functioning perseverate on a single subject or topic such as 
airplanes. Disengaging from airplanes and shifting to another verbal system remains a 
challenge for Sam . 
Miller suggested two ways of he lping Sam disengage from the ai rplane system. The 
first involves expanding the existing airpl ane system and the second foc uses on 
establishing multisystems or switching between di fferent topics. For Sam, the system 
expansions might include transitioning from a di scussion on engine thrust to places the 
plane could fl y and geographic characteristi cs of those locati ons as well as commonl y 
found plants and animals . If Sam's anxiety level climbs too high during these 
conversational excursions , the subject could be steered back to engine thrust before trying 
again. The second way , or multisystems , may be more difficult for Sam if he is not 
comfortable with the systems expansions . 
Serena Wieder ' s report noted that Sam' s conversations are more of a didactic lecture 
than true mutuall y co-regulated gestural or verbal social exchange . As a result , Sam is 
probabl y not liked by hi s peers and probably does not perceive or decode nonverbal 
s ignals fro m others when they have tired of a topic or are uninterested . 
Recommendations for Sam and hi s parents center on extensive Flom·time sess ions 
foc used on back and fo rth verbal and nonverbal communication. As Sam grows 
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comfortable with these types of interactions , he will begin to seek them . Developing peer 
relationships at school through activities such as "Buddy Program," "Circle of Friends," 
"Lunch Bunch ," "Math Club ," and "Aviators Club" (where others also interested in this 
area could build models , create displays , fly remote planes, build rockets, etc .) of interest 
will create small groups of mediated interaction . Sam could be asked to help or tutor 
others and get involved doing assignments in cooperative groups. Drama , choir , 
pragmatic language and social skills groups present additional areas for Sam to practice 
socialization. 
Similarly, activities could be done in the home with play dates at least four times a 
week and in the community. Boy Scouts, a hiking club, swi mming , and track are other 
options for Sam to explore. 
Quality of Communication 
Tristram Smith . Smith would focus on developing skills in age-appropriate 
conversations , self-monitoring volume of speech, interpreting body language , and 
understanding implicit meanings. 
Gary Mesibov. Mesibov did not feel there was enough information in the case study 
to comment on quality of communication. 
Anne Roberts. No entry. 
Arnold Miller. Miller noted that Sam is unaware of hi s impact on others, maki ng it a 
useful strategy to dramatize his effect by exhibiting strong react ions e ithe r in agreement 
or disagreement with what he says. Miller suggested that if Sam is talking about turbo 
props that the listener might expostulate with fervor that thi s is an inferior technology that 
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has been replaced by jet engines. If Sam agrees, then the conversant might suddenly 
switch side in favor of turbo jets. Countering Sam's assertions helps Sam take the other 
person 's responses into account rather than slipping into a closed-system monologue. 
Miller also addressed the tendency of chi ldren with Sam's characteristics to 
inappropriately comment on physical aspects of others , such as "you're very fat , or "why 
is your nose so big?" Miller suggested therapeutic feedback such as "When you said that 
you hurt my feelings." He also commented that it may take several months for a child 
like Sam to develop a greater sensitivity for the different ways of relating to people. 
As recommended in the previous sections, the report from Serena Wieder 
recommended extensive Floortime play therapy. As Sam ' s facility in back-and-forth 
communication increases , the focus would turn towards recognizing nonverbal 
communications such as when the listener is board or upset. Other areas of focus include 
developing interests that, while not very compelling for Sam , may be more interesting to 
his peers. Keeping the "big picture" in mind as opposed to getting lost in the details of 
interactions is another area that should be worked on during FloOI·time and other 
situati ons. 
Theoretical U nderpinninQ:s 
Tristram Smith. As wi th the other case stud ies, Smith focused on researched-based 
interventions. 
Gary Mesibov. Mesibov indicated that hi s responses for Robert held true for Sam as 
well . 
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Anne Roberts. Roberts indicated that the DLT approach , with its broad and balanced 
curriculum , may be adapted to the needs of the child in order to enhance his 
independence, self-esteem , and dignity. The foc us is on educating the whole child rather 
than just remediating autisti c behaviors. 
Arnold Miller. o entry . 
Serena Wieder indicated that the answer to this question is the same as fo r Sarah and 
Robert. 
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APPENDIX H 
RESPONSES TO INTERVIEW QUESTIONS SUMMARIZED BY THEORIST 
Data from oral interviews 
What got you into this field? When did you first become interested in autism? Was there 
a critical event or was this commitment to the field developed over time? 
Tristram Smith 
Tristram indicated that a couple of critical events over a period of three to four years 
got him hooked into the field of autism. The first event was during his undergraduate 
studies in psychology where Dr. Smith spent much time with an adult with autism and 
was intrigued by his finely tuned skills in checkers and dictionary vocabulary games. 
Tristram spent much time during his senior year working individual with this adult eating 
meals and supporting him at community activities. Dr. Smith was fascinated in how this 
adult could be so skillful in some areas that exceeded his own , yet was challenged in so 
many other respects. Tristram credits his opportunity to work with lvar Lovaas at UCLA 
as another critical event in his life propelling him towards working with children on the 
autism spectrum. It was during his graduate work , that he found working with children 
and adults with autism ever more interesting and was intrigued that some of the research 
being done could be used to help thi s population. 
Gary Mesi bov 
Dr. Mesibov indicated that both critical events and events evolving over time sparked 
his curiosity in the field of autism. Beginning in high school with an interest in children 
and clinical psychology , his first foray into helping people involved earning tuition, 
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board , and a stipend for taking are of a physics graduate student who had polio. Gary 
Mesibov , recollected that this student had a hard time getting into co ll eges due to his 
"handicap" but Stanford Uni versity was interested , and paid for his tuition and all 
expenses, included a support person which Gary fulfilled. Traveling in soc ial c ircles of 
the student Gary supported, he came into contact with two faculty members -- who 
eventually won Nobel pri zes -- who had children with autism. 
As a psychology undergraduate major in the 1960 's, Gary took a course wi th AI 
Bandura, who spearheaded to focus towards cogniti ve learning approaches and away 
from psychoanalytical theory. Dr. Bandura encouraged Dr. Mesibov to wri te a fi nal 
paper for this course on auti sm . This was at a time when Lovaas 's work began to get 
popular with his behavioral approach on autism; much of it foc used on punishment. 
Autism was still considered as an emotional disorder at that time. These two event , the 
graduate student , and experiences with Dr. Bandura got autism into Gary 's mind . 
After spending three years in what was then referred to as Micronesia, Gary 
commenced a Ph . D ., and then a post doc program at the University of North Carolina. 
Work began with Eric Schopler who was just getting started with the research-oriented 
TEACCH program. In 1972 , fund ing began to make TEACCH a state program . Gary 
mentioned started out in the Uni vers ity Affiliated Faculty (UAF) program , met and like 
Eric Schopler. Initi all y working with children hav ing attentional and learning chall enges, 
Ga ry indicated that as these children matured, that no one was trained to work with o lder 
students . As Dr. Mesibov indicates, the combination of hi s first c lients in the groups 
homes he worked in hav ing auti sm, hi s interest in adolescents and ad ults, and Eric 
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convincing him that there people were so badl y needed in thi s bourgeoning fie ld , is how 
he got into TEACCH and autism . In brief is was the big events were Bandura and seeing 
those children with autism at Stanford , and then my contact and knowing Eric , and his 
interest in the program expansion that got Gary where he is today . 
Ann Roberts 
Dr. Roberts indicated that her interest in psychology developed over time beginning 
as a youngster hav ing a desire to go into medicine. However , finding out that she was 
not good at sc ience combined with a reali zation that the mind and body are 
interconnected in a holistic manner led her to psycho logy as another way to help people . 
As an undergraduate student , Ann 's work with Urie Brofenbrenner , well-known in the 
fie ld of child deve lopment , taught her the value of looking at people meaningfully. And 
that even if children were unable to communicate verball y or other apparent means it 
remained possible to find human connection and meaning with them , yet it was easily 
poss ible to di srupt this connection even in well-intentioned situations. 
Ann 's educati on continued at Boston University fo r her masters and Ph . D . at Boston 
Uni vers ity in a very clinically oriented program . Continuing with her interest in how 
people thought , she interned wi th the psychologist Aidan Wysack i at the M assac husetts 
Mental Hea lth Center at thei r small auti sm program . Seeing Ann 's interest in working 
with these "very frag ile, very emotionally fragile" children , Aidan arranged for Ann to be 
one of the very few people to work with them . Thi s was the late 1960 's and Ann 's f irs t 
ex peri ence working with children on the auti sm spectrum . 
Or. Roberts fo und thi s work fascinating and did her Ph.D. thesis on parental 
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infl uences on how children think. 
Arnold Miller 
Dr. M iller reported that hi s interest in autism developed over time and noted a few 
key influences servi ng as a precursor to working with children on the autism spectrum . 
One of those was Heinz Werner and hi s phenomenall y oriented theory . Focused on 
experiences of the "here and now" . Another important influence was the work on how 
reality is constructed by Jean Piaget. 
Dr. Miller' s next step on the road to auti sm was working with children having 
profo und mental retardation. Arnold was particularly interested in those children who 
were delayed developmentally , but did not quite fit into the category of mental 
retardation . Dr. Miller recalled a child who was fasc inated wi th drops coming fro m a 
water faucet and realized people with mental retardati on usuall y did not have such 
preoccupation with objects . Arnold also reported the importance of working with 
children having mental retardation because it allowed him to witness developmental 
processes in slow motion. 
A critical event for Dr. M iller was the existenti al contrast between the beauty and 
apparent " normalcy" of how children with auti sm look phys icall y against the fa ilure to 
respond emotionall y. This contrast inspi red Arnold to do his best to help them make 
human contact. In short Dr. Miller dec ided " [t]heir behav ior was in effect say ing to me 
that I'm not goi ng respond. My response to that was I'm goi ng to he lp make it so that you 
do respond ." T hat dy namic sta rted Dr. M iller off and continues to fue l his work today. 
Serena W ieder 
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Dr. Wieder reported that she came to the fi eld of auti sm through a special interest in 
infant mental health starting with her doctoral di ssertati on in the earl y 1970 ' s. Serena 
realized that there was no integrated model invo lving the environment , relationships, 
neurological and biological aspects for working with and understanding children with 
auti sm and regulatory disorders. After some work with the NIMH , Dr. Wieder started an 
infant mental health center and came to a reali zati on that the then ex isting behavioral 
approaches, while better than nothing, seemed to only address surface behav iors . Her 
goal was to work on the underlying problems that gave these children trouble . 
Serena then mentioned working on ways of encouraging a child ' s cogniti ve skills but 
found that approach too piecemeal and focused too much on islands of abilities. All of 
this led to the creation of a developmental approach synthesizing and integrating best 
practices on developing the mind and brain. Dr. Wieder indicated that it was most 
essential to have lots of interaction with children that exchange emotions and have a 
fundamental sense of relatedness. The important interacti ons Serena outlined are as 
follows. 
• 
• 
• 
• 
• 
• 
• 
Interacti ons which feature warmth and security 
Interacti ons which fea ture regulation so the child is not overwhelmed 
Interactions which feature a lot of relatedness and engagement 
Interacti ons which fea ture a lot of back and fo rth emotional signaling and 
gesturing 
Interacti ons which fea ture problem solving 
Interactions which feature using ideas in a meaningful andfunctional way , e.g:, 
"G ive me my juice! ", " I want thi s! " 
Interac ti ons which require thinking and reasoning . For example , '"No , I wo n' t go 
to sleep now." "Well te ll me why?" " Because I want to stay up to play" . 
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Stressing the imp01tant role of emotions in learning and interactions, Serena stated 
that even quantitative concepts are learned by an emotional feel as "a lot" or "a little" to a 
three-year old depend on whether he got more or less than he expected . Even Piaget 's 
theory that a child learning to pull a string is a motor-cognitive act was reframed a causal 
interactions powered by circles of communication. Dr. Wieder stated that children learn 
to control and regulate emotion and facial expression earlier than motor behavior; 
contrary to Piaget' s theory . In short , Serena indicated that practitioners of DIR believe 
that children have to live an emotional experience in order to understand the concept 
behind it. 
According to Dr. Wieder this need for a relationship based approach means taking 
into account the family , cultural and community when teaching children with special 
needs. In developing DIR , Serena indicated she has figured out how to understand what 
makes children different in the domains of auditory processing and language , 
visual/spatial processing , as well as motor planning and sequencing . Another domain is 
sensory processmg . 
Another realization Serena has had is that the developmental process is in integrated 
process . In other words, what were previously considered as separate and distinct lines of 
developmental are actually interrelated. Serena then went on to describe six core 
developmental capacities that build upon each other as children work up the 
developmental ladder. 
The six levels, very briefly are: 
• The first level is the ability for regulation and shared attention , which you need 
as a foundation for the next level. 
• The second level is engagement with warmth and trust and intimacy 
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• 
• 
• 
• 
The third level is two way purposeful conununication-opening closing circles of 
communication in a back and forth way with a lot of affecti ve gesturing and 
micro-affecti ve gesturing, smiles, smirks, head nods; the ability to take these 
gestures and organize them into problem solving patterns so we can actually take 
mommy by the hand , walk her to the refrigerator , bang on the door and point to 
the juice . That may be 10 or 20 interactive gestures all targeted towards solving a 
problem . 
The fourth leve l is interactive problem. solving/use of gestures in a continuous 
flow. 
The fifth level is the functional use of ideas. In language, for example, it would 
be , "Me hungry, juice please", or in pretend play, feeding the dollies, huggi ng the 
dollies. 
The sixth level is the ability to build bridges between ideas so you can use 
language logically and realistically and shift gears between reality and fantasy so 
when the child says "I want to go out" and you say "why?" "Because I want to 
play", or "the dolly is having a tea party". "Well how come the dolly wants to 
have a tea party?" "Because the dolly is hungry" or "the dolly is having a 
birthday and they I ike to have tea parties on their birthday". So now we have 
logical use of ideas supporting imaginati ve play and negotiating and problem 
solving with the world ha ving debates, hav ing problem so lving discussions at the 
symbolic level. 
These are our six functional levels. For each leve l practitioners of DIR can look at the 
particular motor skill s, language ski lls, and visual/spatial processing skills that relate to 
that level that are needed to support that level. Redefining developmental pathways was 
very important. 
Tell me about the hallmark events. Those experi ences you reca ll as most memorable in 
your work wi th children . What experiences were the most challenging and what was 
most rewarding of your jou rney fro m your starting point until now? 
Tristram Smith 
Tristram indicated that hi s ear liest experiences were most chall eng ing, partly due to 
hi s lack of experience in understanding people with auti sm . Initially , making sense of 
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verbal routines that seemed to have no functional meaning was difficult. Tristram was 
also challenged by many of the children who would protest when asking them to do a 
task . He suspects that even children as young as two or three years old had a negati ve 
learning history . Tristram found that when he fo und a way to connect and develop a 
relati onship with the children that is was very rewarding; especiall y when keeping in 
touch with the first children he worked with that would , for example send him a high 
school graduation picture and otherwise update him on the ir adult life. 
Gary Mesibov 
Gary indicated that he found it hard to summari ze those experiences but he boiled it 
down to hi s interests in clinical psychology and soc ial skill s training. The clinical aspects 
of determining how the differences between people with autism and neurotypical 
manifest themselves as related to social skill s were very interesting to Gary. Dr. Mesibov 
found that being able to meaningfull y connect with people on the auti sm spectrum and 
teaching them to do thing fo r the first time and would not have probabl y done before 
resulting in an enhanced and enriched life it what he found most fun and satisfying. 
Dr. Mesibov mentioned one particularly memorable time when groups of people of 
varying di sabilities would integrate with others at a pl ace call ed camp Dogwood . Gary 
reported that these experi ences must have been espec iall y meaningful for the parti cipants 
because they continue to talk about it even through the program stopped ten years . Ago . 
Watching the students , as we ll as the ir fa milies, grow and deve lop over time was also 
very interesting to Gary. Teaching students and working with other profess ionals in the 
fie ld such as Cathy Lord and Sally Ozanoff also was very meaningful fo r Dr. Mes ibov. 
378 
In summary, for Gary, these three experiences included working with certain fa milies and 
growing with the fa milies and watching them grow and their kids grow and some of the 
social experience with the clients, and some of the wonderful students he has trained. 
One client , in parti cular stands out in Gary's mind . He had one pretty challenging 
client , who at age four was very destructi ve, but f ifteen years later , instead of 
"destroy[ing] houses, now he cleans them ." Gary fee ls particul arl y good about students, 
who are now 25 years old , although very challengi ng when younger , he now lets them 
into his home for housekeeping . The long-term relationships Gary has had with his 
clients are particul arly sati sfy ing . 
Ann Roberts 
Having a private clinical practice, Dr. Roberts gave of a number of examples where 
she successfully helped children through difficulties of communicati on and perceiving 
the world . Interestingly, Ann noted that she sees pati ents as early as two years of age 
(along with one or both of the child 's parents), when the brain is most plasti c. Also, 
dysfunctional behaviors, patterns, and are not as ingrai ned . Ann also expressed the 
importance of helping the entire fa mily rather then just foc usi ng on the " identified 
pati ent." 
Ann recall ed helping a child work th rough a trauma of pulling a bunch of heavy, 
no isy toilets down around her. Whi le she wasn' t phys ica ll y hurt , the child had to work 
through and overcome her resultant ni ghtmares by put ting everything , including he r 
parents, behind bars. Fortunately her parents understood what was go ing on and the g irl 
improved . 
379 
Dr. Roberts reported on another six year-old child she worked with for self-esteem 
issues . Although the child des ired to see a psychologist again at age ten , she didn ' t want 
to go back to Ann because she was "not sure she [Ann] was very bright" because the 
child "used to beat her at games all the time [when she] was just a littl e kid ." Ann was 
amused and fee ls she was of help regarding the child 's se lf-esteem. 
Yet another child was thought to be paranoid and psychotic because he slept with a 
knife under his pillow. However, after finding out that his famil y raised rabbits fo r food , 
gave them names, and then named the meals after the animal , that Ann reali zed that 
perhaps the child had good cause fo r hi s fear. 
Another child who was initially mute that Ann suspects was auti stic and but was not 
di agnosed as such , began hi s communications by switching a closet light on and off. Ann 
did all the talking for a year before he moved on to pl aying board games. One day he spit 
at Ann . However , instead of getting angry, Ann simply stated that should he do that 
again that , he wouldn ' t be punished , but they would have to stop fo r the day . At the next 
session the following week, the boy began to whisper to Ann and slowly transfer this 
limited communicati on to other people in his life . Ann suggests the turning point fo r the 
boy fo r beg inning to trust her was when she didn ' t puni sh him fo r spitting. 
The boy ' s brother had Asperger Syndrome and he eventuall y rece ived the some 
di agnosis . Hi s father was empl oyed but was sociall y awkward and isolated as well. 
In brief, Ann reports reall y e nj oy ing doing good fo r people and mak ing pos it ive 
di ffe rences. 
Ann firs t became aware of Dail y Life T herapy through a three year-old client of hers 
380 
and was very impressed with the program due to what Ann sensed as hav ing a real sense 
of miss ion and unity. Ann was then recruited by Bob Fantasia, the executi ve director at 
that time, for consultation for the school. E ventuall y, the consultations morphed into 
working for the school full-time. 
Ann reported that a huge component of the Boston Higashi Program is the 
development of self-esteem through learning real skills across a variety of areas leading 
to mastery and success . Rather than having measure goals such as "4 out of 5 times the 
student will do X" but rather they focus on 100% mastery with whatever degree of 
support is necessary which is then graduall y faded away to increase independence . 
Dr. Roberts indicated that "hallmark events" are really what occurs in the eyes of the 
parents as their children are enabled to participate in famil y events , travel, 
communication to dail y li ving skill s. 
Arnold Miller 
One early salient event for Dr. Miller was when he observed how some children with 
autism reacted when coming across some stones while crossing a ditch during a 
consultation . He noticed that as they picked their way from stone to stone to get across a 
ditch , the children became much more responsive. Ever the inquisiti ve one , Arnold 
pl aced pl anks across the ditch and achieved the same he ightened responsiveness in those 
same children. Thi s findin g led to the deve lopment of usi ng elevated structures as part of 
the Miller Method approach as we ll as a general foc us on the im portance role the 
environment pl ays in achiev ing greater foc us . 
Dr. Miller reports other ha llmarks in hi s career refer to hav ing the fortune of working 
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with formidable people in the field. These people include Gardener Murphy and Heinz 
Werner. Arnold also credits hi s training as a clinician , which he lps him take observations 
without adding too many inferences . An additional benefit Dr. Miller points to is the 
realization that this attitude results in him not attempting to impose a theory on a child 
but to consider changing it if it no longer works. 
Arnold Miller reports seeing improved functioning and comprehension of functional 
communication via sign language and verbal interaction while engaged in therapy is most 
rewarding to him. 
Serena Wieder 
Recognizing the impact affect has on children with developmental di sorders is 
considered as a hallmark event in Dr. Wieder 's work. Serena gave an example of a 
child's des ire and anticipated pleasure of going down a slide into his parent 's arm 
actually being mediated by the affective joy of connecting with the parent. Dr. Wieder 
noticed increased ability for verbal communication and process information during times 
of increased affect (s uch as be ing angry) and realized that if she had a powerful tool if 
she could find a way to mobili ze this affect. Referred to as the affect-diathesis hypothesis 
by Stanley Greenspan , engagi ng the affect helps the child more automat ica ll y an 
understanding and integration of emoti ons. Serena believes littl e is understood about the 
use of affect and affect cueing and that thi s state of mind can be used as a process rather 
than just a labe l describing how one feel s. 
Serena referred to what she just described as the emoti ona l development domain 
rather than soc ial behav ior and considers thi s, as well, as a very powerful hallmark of the 
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DIR approach . On short , all aspects of development and affect serve as the integrator. 
Dr. Wieder then referred to as yet another hallmark in the DIR program as having an 
unde rstanding of the important role visual-spati al process ing takes in he lping children 
determine where they are going physicall y and for successful interaction . Serena 
finished by stating that she still spends a signifi cant amount of time working with 
children and family in a continual effort to identify diffe rent pathways of getting past 
individual unevenness as a whole . 
Are there any parts, big or small , in your original theoretical o ri entation to this f ie ld that 
you rejected over the years because of what you learned from your own research or that 
of others? 
Tristram Smith 
Rather than any dramatic shi fts, Tristram indicated that there was more of an 
evolutionary process. For example, his early research viewed autism as largely a 
deve lopmental delay -- like all the other developmental de lays -- with an emphas is on 
standardized testing. Now Tri stram is finding that some children with autism show a 
degree of improvement in IQ , and perhaps may be they always had a high IQ but were not 
be ing properly assessed through standardi zed assessments. In fac t, T ri stram is now in 
agreement with earl ier critics who sa id that he and l var Lovaas were not tes ting fo r 
behaviors spec ifically associated with auti sm . 
Tri stram also suggested that the idea of the importance of pay ing more attention to 
383 
the unique aspects of children with autism has become stronger to him over the last few 
years and that auti sm should not be treated like any other developmental delay . Some 
examples of unique aspects of auti sm he cited incl uded social interacti on and back and 
forth conversations that seem affected regardl ess of IQ . In other words, these children 
may do well academicall y but have significant chall enges with social interaction. 
Gary Mesibov 
Gary mentioned that his initi al training fo r treating auti sm was in ABA. However , he 
mentions his other background in Bandura's social cogniti ve development fo r 
categorizing and understanding autism . Dr. Mesibov's early clinical training was with 
very severely affected people with mental retardation and auti sm in an ABA-intensive 
manner. Gary's initi al impressions of TEACCH back in 1972-1 973 was that it was 
heavily ABA-oriented . While Gary thinks that ABA has much to offer in the context of 
TEACCH; for structure, parent training programs , and the classrooms, he is concerned 
that the approach promoted rote learning . Dr. Mes ibov doesn' t think that is good fo r 
people with auti sm because they tend to do that anyways and working towards 
understanding is much better. 
At thi s time Gary de-emphas ized ABA , doesn ' t do it , nor tra ins people in it , yet is 
to lerant of other using the approach as needed . Other peop le 's research that Gary learns 
most from , and is most fasc inated by is brain research. This research has had a large 
influence on how Dr. Mesibov teaches towards the diffe rences of people with auti sm, 
espec iall y regard ing attention. He sees the highly foc used attention ski ll s of people with 
auti sm "as a rea l skill , not a defici t" even though it is a part of the definition of autism, 
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and thought to be a nui sance by many. 
Dr. Mesibov went on the discuss the importance of matching the intervention to the 
child 's needs and expressed hope that this study would move research in that di rection as 
"people are starting to say it and people are starting to look for it." 
Ann Roberts 
Dr. Roberts reports being rather disgusted in performing psycho-neurosis experiments 
where sheep would be shocked when making errors in di scriminating between ever 
increas ing stimuli , resulting in a nervous breakdown. Ann rejected this type of research 
as well as all ex periments invo lving the use of shock , including autistic students. 
Ann reported a gradual shift from her psychodynamic training at Boston U ni versity -
save fo r an ego psychological approach in her counseling- fo r a cogniti ve-behavioral 
emphas is. Another area of change for Ann was the movement towards teaching in a 
group fashion rather than using a therapeutic approach at all. Yet another area is the 
rejection of medicati on in treating auti sm because she fee ls that if you are phys icall y 
well , then medication is not needed. 
Arnold Miller 
Dr. Miller refers to hi s ori gi nal notion e levati on as an intervention fo r he ightening 
awareness and foc us of children with auti sm . At f irst he thought e levation was a ll that 
was needed and that as long as children remained above the ground , the greater 
awareness would remain . However , Arno ld fo und that soon the child woul d get 
acc limated to the increased he ight and the effect of e levati on wo ul d dimini sh . 
Arnold then went on to report about the noti on of the system . An orga nized unit or 
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chun k of behav ior around an object , person, event , or idea the genesis of the "system" 
started out with a realization that simple repetition of an acti vi ty resulted in a child taking 
in face ts of that activity . At first Arnold thought elevation was a precondition for system 
formation . However , he soon realized through observation , that elevation was not 
necessary, but still very useful fo r getting foc used behav ior started . This continuation of 
activity in the absence of stimuli , Dr. Miller referred to as compensatory acti vity, which 
became the ful crum for much successful intervention. 
Dr. Miller considers the concept of the system , a realization as to their importance, 
the understanding that for many children the systems dictated their reality, as perhaps the 
hall mark insight of his work. 
Serena Wieder 
Dr. Wieder was unable to identify any notions, concepts, or beliefs that were later 
rejected but rather saw more of a refining and elaborati on of the DIR approach as more 
was learned about the children she works with . Serena be lieves thi s is true due to DIR 
starting with what she fee ls was a strong foundati on. 
Please tell me about the hallmark find ings fro m your research and that of others essenti al 
to the theoretica l bas is of your theory and practice. 
T ri stram Smith 
The hallmark findin g fo r T ri stram was the importance that early intervention has on 
pos iti ve outcomes; which secondaril y highlights the importance of early identification of 
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children with auti sm . 
Gary Mesibov 
Gary cited the work on structuring the environment and organizing the day and 
certain activities as being the most important contributions of TEACCH . The notions of 
indi viduali zing to developmental leve ls and ability as well as integrating these concepts 
into ways of organi zing the classrooms and working in mainstream work environments 
are also particularly important. 
Ann Roberts 
Dr. Roberts began by talking about the three pillars of Dai ly Life Therapy that 
enables children with autism to create an orderl y rhythm of life . T he f irst pill ar is 
vigorous physical exercise which promotes the development of a healthy bio logical 
rhythm , stamina, energy diffusion and the ability to foc us one 's energy and concentration 
producti vely, regul ate one's mood , and develop bodil y awareness fo r balance , 
coordination and mastery which lead to pride and self-confi dence . Another aspect of the 
first pillar is that by exercising with others , the student begins to Jearn in groups . Finally , 
there is growing body of evidence pointing to the benefits of exercise. 
T he second pill ar is deve loping emoti onal stability th rough love and close bonding 
between teacher and student which is the bas is for the formation of trust to look outward 
in order to beg in parti cipating in li fe that marks the willingness to beg in to Jea rn that 
underli es the start of educat ion. The arts , such as music and drawi ng , are also inc luded as 
much as academics. Dr. Roberts referred to the work of Eric Jensen ind icating that the 
arts and music " wakes up and involves the enti re bra in" in preparation fo r learning . 
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Third is intellectual stimulation providing interest and curiosity about one's 
environment, from aesthetic appreciation of art, music and nature to enjoyment of 
sensory experiences to participation in motor activities and involvement in socia l 
interaction . 
Arnold Miller 
Dr. M 
Serena Wieder 
Dr. Wieder started by talking about her outcome study-based research on children 
identified early and sees it as a way of understanding the process over time . She then 
focused on her case based clinical research striving to make reliable and valid 
classifications between different types of children with autism. This research enabled she 
and Stanley Greenspan to make reliable and valid classifications of children with autism 
into new diagnostic profiles resulting in shift away from categorical diagnosis to 
multiaxial classification identifying subgroups and draw ing profiles . Serena credits 
research based on clinical experience and applications rather than small subject designs in 
enabling her to do thi s work. 
Dr. Wieder then referred back to the research on early markers and identification 
along with the differentiation between earl y and late onset auti sm . Yet another hallmark 
finding is the discovery that lack of soc ial initiation can be seen almost virtually from 
birth g iving practitioners a chance to ward off problem at an even earli er age . 
Serena also suggested that the large number of variables to control makes is hard to 
do really valid studi es of different treatments and that research is confined to examining 
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different components of the auti stic condition. Dr. Wieder also indicated that the 
difference in assumptions in areas such as how children related, function and learn from 
the behaviorists makes it difficult to compare on contrast that work. She indicated a 
feeling that meas uring the quality of interaction and relationships will become the key 
variable he lping children move forward on all developmental fronts such as cogniti ve, 
soc ial, academic, etc. 
Is there something you learned fro m your research and experience that has separated you 
and your work from others perhaps causing you to create a new be lief or theory? 
Tristram Smith 
At first, Tristram reports that the concept of early intervention was unusual and that 
basing it on ABA which was controversial around 1990 . Tristram felt that he gained a 
greater appreciation for the importance of ABA. Tristram also suggested that more 
emphasis be placed on the analytical tool s of ABA and that they are potentially 
applicable to other interventions. 
Gary Mesibov 
The idea that people wi th auti sm learn differently and that is OK is something Gary 
sees as unique to TEACCH . Gary feel s that people with autism are different and that thi s 
diversity is a positive att ribute . Dr. Mesibov indicat ion that some people feel he is 
deni grating people on the auti sm spectrum by say ing they are different, and perhaps not 
part of the popular culture. Respecting differences in people with auti sm goes along with 
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respecting other people ' s cultures according to Gary. 
Gary went on to day that even there are many differences and overl aps TEACCH has 
with other theories, that the emphasis on empowering people with auti sm to lead 
ful f illing and producti ve li ves rather than making them normal is another important 
difference TEACCH has from the other approaches. 
Ann Roberts 
Dr. Roberts indicated that the approach of DLT practitioners educate children 
according to sound educational principles which match autistic learning needs is a new 
theory. Practitioners adhere to Dr. Kitahara' s belief that although all children with 
autism were de velopmentally delayed based on neurobiological fac tors which resulted in 
soc ial and language deficits leading to high anxiety and a des ire to preserve sameness and 
rigidity , that they were also just children too , and therefore li ke " normal children" and in 
that sense deserved to be educated in that way. Rather than focusing on defi c it correction 
in DLT, the focus is on educating the whole child . Auti sm is not considered as an 
" illness" or di sease a child has but rather a way of being. The philosophy of Hans 
Asperger that children with auti sm need education rather than treatment also guides DLT. 
In short , DLT is an educati onal theory rather than a treatme nt model. 
Arnold Miller 
Dr. Miller reported the awareness of the rea lity for a child when they are captured by 
a system is the ir whole worl d at that time. This understanding a llowed Arno ld and other 
practiti oners o f the Miler Method an entryway in to how these children functi oned and 
perceived the world around them . Dr . M iller indicated that the M ill er Method is the only 
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approach making a consistent and concerted effort to get inside the rea lity of children on 
the autism spectrum . 
Serena Wieder 
Referring to earlier comments during the interview, Serena suggested the DIR model 
integrates what is now known about development in different processing areas such as 
sensory motor and visual , language, cogniti ve, etc. and how the brain works . She cited a 
Jack of studies trying to bring together these components . Dr. Wieder indicated a sense 
that there was much to Jearn from other approaches. She would not hesitate to adapt or 
use a technique from another methodology if it were helpful to the child. Serena pointed 
out when a technique becomes a method or model, becomes a treatment and is almost 
systematically applied regardless of the child 's needs. Then the technique gets in the way 
of using a more comprehensive and functi onal approach. 
In closing, Serena emphasized the importance of knowing how a particular child 
ex periences the world he li ves in and match the techniques and approaches according to 
hi s needs . 
If you were to consult or do a workshop with persons us ing your approach, what are the 
two or three things that are essential fo r others to learn about your work? 
Tristram Smith 
Tristra m would foc us on basic princ ipals of ABA such as the ABC mode l and it ' s 
applicati on to teaching new skill s and address ing chall eng ing behaviors. Additi onall y, 
Tri stram woul d foc us on the great di versity of potenti al approaches fa lling under the 
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ABA umbrella ranging from discrete trial training to more open-ended methods. Finally , 
Tri stram would like to participants to come away with that there are different models of 
delivery ranging from intensive behavioral for young children to inclusion , specialized 
ABA classes to interventions foc used on soc ial skills, communicati on or other specified 
areas. 
Gary Mesibov 
The first essential thing Gary mentioned was the notion that the differences people 
with autism have is a positive aspect and the goal is to understand those differences . 
Education of people with auti sm takes into account those differences enab ling them " to 
be the best people they can be" . 
Another important concept Gary cites is that people with autism often don ' t go 
through a " normal" developmental sequence. However , there is still a sequence that must 
be followed, a foundation, and steps for them to learn language , reading, and other skill s . 
Dr. Mesibov sees normal developmental sequences as only a guide for teaching people 
with autism in ways that are useful to them . An additional notion is that importance of 
details are much more emphasized in people with auti sm then in neurotypical people . 
Very small changes in educati onal del ivery can make a big difference in how people with 
auti sm understand and produce . Like as stated on the Miller Method website, Dr. 
Mesibov also be lieves that people with autism strive to make sense out of a confus ing 
world . 
Ann Roberts 
The first thing Ann would make sure people know is that DLT is taught in groups 
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rather than individually. Expanding upon this point is that students are taught in a 
vigorous manner in a high stimulation environment in what Ann referred to as a 
"normalized" school environment where a lot of fun is being had rather than a special 
education environment. Dr. Roberts noted that a number of Higashi student siblings 
remark about wanting to go the BHS school as well. 
The second point Ann would focus on is the high focus on teaching the students self-
regulation of the physical, then the emotional aspects of the child so that the intellectual 
component can be developed. 
Thirdly , the emphasis on bonding with the children is what Dr. Kitahara called "heart 
to heart" education. Dr. Kitahara stressed not just loving the children but "being in love" 
with them . 
Arnold Miller 
First, Dr. Miller would make sure the attendees understand the concept of "systems" 
on action, perceptual , and conceptual levels . Additional system concepts include the 
operation of systems in lateral and vertical directions as interventions are developed to 
transition from functioning with objects, to pictures to spoken words. Another two 
important concepts are the ideas of system interruption and system expansion. 
The system expansions help the child generalize tasks to other situations. The 
acronym P-L-0-P describes the four domains systems can be expanded. These domains 
when pertaining to object are position , location , object , and people. Focusing on these 
four domains help the child learn to generali ze and is considered as another important 
insight. 
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Serena Wieder 
Dr. Wieder indicated that attendees of the workshop would have to learn the 
comprehensive DIR approach . Serena considers the most diffi cult part of learning the 
model is fi guring out how to engage a child in a continuous flo w of interaction , otherwise 
known as opening and clos ing circles of communication, and using this flow of 
interaction as a fo undation for other aspects of development. Mastering interac tion 
within levels I through 4 or what is known as preverbal connectedness serve as a 
found ation for creating ideas and higher levels of symbolic thinking and abstraction. 
The second critical matter is having an understanding of the vari ation in capaci ties 
that each child presents. Then a program has to be developed taking these different 
profiles into account that maximizes a child ' s chances for development. 
Thirdly, Serena mentioned being able to work with families and the ir relati onships 
with the child on the auti sm spectrum . The goal is to realize the family ' s desire to have a 
relationship with the child in a natural, spontaneous way as we ll as moving forward 
developmentally. 
These three areas of Development , Indi vidual, and Difference are what are most 
important according to Serena. Dr. Wieder also suggested that is it much easier to talk 
about implementing DIR then to actuall y do it. Dr. Wieder indicated that every session' s 
miss ion is to have both the child and the adult they came with feel the connection 
desc ri bed above . 
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What criteri a do you consider to be most va lid in measuring the progress of students? 
Please tell me about your use of standardi zed instruments and non-standardized 
instruments . 
Tristram Smith 
Tristram mentioned that there were two different purposes fo r evaluation; each 
requiring different procedures. For a student in an AB A program Tristram recommends 
non-standardized instrument fo r determining if a student is learning exactly what is being 
taught. This looks at a student 's success in a particular instructional program and if there 
is improvement over time. Tristram suggests that one way of measuring skills in this 
manner is to take data on a student 's correct responses fo r des ired . 
The other use for standardized testing is fo r determining if what a student is learning 
is makes a difference in their life. Some standardi zed tests Tristram suggests include the 
Vine land Adapti ve Behavior Scales, Autism Diagnostic Observati on Schedule and 
Interview for measuring more global gains. 
Gary Mesibov 
Gary started out by mentioning the stati stical and conceptual challenges with 
measuring progress. However, he did indicate hav ing most success with standardi zed 
instruments developed by TEACCH such as the Psycho Educati ona l Profile III (PEP III) 
as well as the "auti sm friendly" vers ion developed fo r ado lescents and adults. Developed 
earl y in the program , the assess ment is made up of materi al that people with aut ism coul d 
make sense with and enjoy -- resulting in better cooperati on and better scores . 
Dr. Mesibov is uncomfo rtable using the IQ test as a measure of progress due to its 
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inconsistency and because what is supposed to be IQ can change. Nor does Or. Mesibov 
like the ADOS or the TEACCH-deve loped CARS because they measure improvement in 
terms of reductions in the characteristics of autism and is damag ing to people with 
auti sm. Other assessments Gary considers as reasonable for suitable indi viduals include 
the TOLD for language acqui sition , achievement tests Like the Wechsler Achievement 
Test or the Woodcock Johnson . 
Gary indicated that nonstandardized instruments are important because the auti stic 
population tends to be different from which standardized instruments are based - the 
neurotypical person. Dr. Mes ibov likes to measure length of engagement as a 
nonstandardized measure because he feels it re lates to pl ay skill s, social skills as well as 
some aspects of emotional and personal development. 
Ann Roberts 
Dr. Roberts indicated that the Boston Higashi Schools employs standardized testing 
as much as possible to obtain valid results . However , she did note there were difficulties 
and drawbacks to thi s category of assessment . One of these difficulties is establishing 
normal rapport with the child being assessed . The second is that most of the assessments 
are normed to typicall y functi oning children meaning scoring aga inst a comparison 
sample is invalid . F inall y , Ann questi ons the validity of even attempting to establ ish a 
true developmental vs . chronicle age because even if the cogniti ve level is measured , say 
at 5 years for a J 5 year-o ld , that person' s imag inati ve pl ay and curios ity , fo r example 
may not match that cogniti ve level. In brief, Ann questions the meaningfulness of the 
test as well as the process of ad ministrati on of the instrument as well . 
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Dr. Roberts also questions the value of the CARS for the populati on of students at 
Higashi even though it was des igned fo r children on the auti sm spectrum . On the 4-point 
scale the fact that almost all of the Higashi students fall between 3.5 and 4 .0 leaves little 
room for differentiation. Ann did ind icate that this tes t as will as the IQ , Leiter, or 
Peabody has limited use fo r determining governmental eligibility fo r serv ices and finding 
but not for internal uses such as assess ing functionality or describing the students in a 
nuanced way . 
On the other hand , the instruments do have use for relati ve purposes or establi shing 
certain baselines and obtaining sometimes interesting qualitative info rmation . 
Assessments Ann does use include the CARS , the Vine land , fo r report sca les. She 
employs the new Stanfo rd Binet V or the K-BIT fo r cogniti ve assessment. The PlAT and 
occasionally some of the Woodcock Johnson for achievement are used . Finally , for 
nonverbal children Ann administers the Leiter and prefers the older version. 
Ann feels the Berry Visual M otor Test is good fo r f ine motor skill s and the Peabody 
Picture Vocabulary fo r receptive language as compared to the OWLS or other 
assessments that go into concept words too quickl y; apple as oppose to frui t. Dr. Roberts 
notes that the child must be ab le to refrain from ind isc riminant pointing . 
Dr. Roberts employs the " teacher ass isted" model of admini strati on where she 
engages an instructor in the room to address potenti al behav ior problems and maintaining 
foc us . Ann does real ize that thi s is not independen t testing and is very clear that the score 
is thusly comprom ised . However , it does he lp prevent the auti st ic cond ition fro m 
interfe ring with cogniti ve ab ility in the best way she knows how . 
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Ann deeply questions the use of standardized testing save fo r establishing functioning 
for governmental criteria, but rather maintains that she is looking for functional skills. 
Functional ski ll s are assessed by observation to obtain qualitative data. 
Arnold Miller 
Arnold Miller referred to his first instrument, the Miller Umwelt Assessment. One 
aspect of the Umwelt invol ved having a child do certain tasks in an attempt to get what 
that task meant for the chi ld. For example, a swinging ball suspended from the ceiling 
could be used to see how the child interprets their world, how they interact with the ball 
and others, or was the ball perceived as an intrusive object and pushed away. 
Another task involved staking cups and saucers. Miller found that children with 
closed system disorder have great difficulty shifting from stacking cups onto to cups and 
saucers onto saucers towards stacking cups onto saucers. The amount of efforts required 
to get a child to "break set" and stack cups onto saucers tells the practitioner just how 
resistant to change the child has become. Dr. Miller credits non-standard assessments 
like the Umwelt for providing qualitative aspects of the chi ld 's functioning that cannot be 
acq uired through standardized instruments . 
Another non-standard way of assess ing childre n is to stage dramatic events such as 
staging a fall and sprained ankle by a staff member who as ks a child for help. What the 
child does (or doesn ' t do) provides valuable informati on on how social si tuations are 
grasped and supplement information provided to the Umwelt. 
Arnold recognizes the importance of standard ized instruments and has been working 
on a 107-item questionnaire to be f ill ed out by parents in order to yield a profile of 
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strengths and challenges faced by children with auti sm. 
Serena Wieder 
Emphasizing the importance of developing core developmental capac ities Serena 
indicated that the Functional Emotional Assessment Scale (FEAS) is a reliable and 
validated , yet not a perfect example of the standardi zed instruments DIR practitioners 
use . The FEAS was normed using children having PODs as well as with typical children. 
The FEAS measures relationships, attention , engagement , two-way communication , and 
other aspects forming the core of re lationships that DIR practitioners stri ve to develop . 
Dr. Wieder exc itedly mentioned the Greenspan Emotional Social Growth Chart 
(GESGC) that became part of the standardized Bay ley Scales . The GESGC not only 
places a child in respect to DIR developmental leve l but also differenti ates children who 
may have a developmental problem from typicall y functioning youngsters. 
Children are also assessed using the DIR theoretical framework , which Serena 
indicated was not standardi zed , but still had c linical reliability. Overall , practitioners of 
DIR don' t rely on standardized tests because the processing issues children with autism 
have tend to invalidate the results and often cause more harm then good in determining 
the functi oning level of the child and fo r the parents who often don' t understand what 
standardi zed tests are about. 
In short , Serena suggested that she doesn' t find standardized testing at the pre-school 
leve l very useful at all. By schoo l-age, standardi zed testing can be used to prepare 
learn ing profil es . Serena has found that earl y process ing issues often translate into 
leaning diffe rences or disabilities. Dr. Wieder sees the ro le of standard ized questi ons fo r 
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answering specific questions about a child. 
What do you see as the unique strengths of your methodology? 
Tristram Smith 
Tristram feels that ABA practitioners were the first to introduce a degree of rigor in 
assessment and evaluation, which he feels is important across all approaches . He feels 
that this assessment and evaluation quality is a particular strength of ABA. Tristram 
suggests that this practice is helpful for managing challenging behaviors through 
functional assessment or functional analysis for developing a basis for creating 
interventions. 
For example, Tristram cited discrete trial training as being unique to ABA yet should 
not be considered as a whole intervention program but rather being useful for teaching 
specific skills such as learning readiness, taking direction, imitation, functional 
communication, etc. Other ABA techniques Tristram mentioned included naturalistic 
approaches and incidental teaching which tend to resemble what practitioners of other 
interventions do. 
Gary Mesibov 
Gary found it hard to parse out what is unique about TEACCH. He noted that many 
methods work to some extents and that everyone thinks that their method works. Dr. 
Mesibov considers the fact that TEACCH is used in different parts of the world and has 
been adapted to other cu ltures as a strength of the approach . Gary also cited that 
TEACCH is the only method he knows where a group of 25 to 30 children they don ' t 
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know and are in another country can be put into a class and successfully taught in a 
classroom context. 
Ann Roberts 
Ann cited what she feels are many unique aspects to Daily Life Therapy. The first 
was having a consistent philosophy to guide the application and continued development 
of the approach . A second unique factor is that DLT is group, rather than one on one-
based to take advantage of the contagion factor of people working together. A Third 
unique aspect is that emphasis on establishing and regulating a daily rhythm of life before 
helping the child with other challenges. The daily rhythm of life tends towards the 
physical such as activities of daily living and structured vigorous physical exercise. This 
physical exercise is the foundation for creation of a good biological rhythm of life and 
then a good emotional and cognitive condition for learning and enjoying one ' s life. 
Another unique aspect is the absence of behavior-controlling medication so that the 
child can be in complete touch with his body in order to maintain full awareness of 
themselves and what they are experiencing. 
Practitioners of DL T believe that group education as opposed to one on one is 
superior because it addresses the child ' s basic need to Jearn socialization. Students are 
thought to more relaxed then for one on one and allows for learning through imitation 
and repetition. Seeing the group model allows the child to see what needs to be done. 
For students needing more support than the group model provides, a cooperating special 
subjects teacher is provided . By learning with one ' s peers, one learns from one 's peers 
and one relates to one ' s peers in turn taking , sharing , making eye contact , paying joint 
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attention to tasks and playing games and having fun together. Ann goes on to cite the 
following difficulties with "pull out" learning as used for one to one sessions. 
1) You are putting your child on the spot, creating an "on demand" si tuation to 
answer a question, which can be difficult , creating anxiety. 
2) You 're forcing a child just to relate to an adult in a very unequal learning situation , 
which is a rather authoritarian learning situation and a s ituation that can make someone 
uncomfortable; very often this is exacerbated by the physical arrangements- tab le and 
chair in a corner so the child is virtually trapped; 
3) There is a kind of forced eye contact situation which can be somewhat threatening 
and uncomfortable for children with autism; often this is prompted by the adult working 
very seriously with the child. 
4) You don't get to use really your imitation skill s in the most natural and comfortable 
way possible by looking at your peers and seeing what other people are doing. The 
feedback come from the teacher and usually from a token/food/ of choice of "break" 
reward . 
5) The activity is usually repetitious and "out of context" rather than a meaningful 
whole activi ty that gives satisfaction in and of itself. 
Behavioral self-regulation is taught through the "basic postures" of "attention ," "at 
ease," and "make a pose." as ways to stand and sit , used all day long , a ll the time to gain 
attention and follow any direction as well as to be calm. Ann exp lained that DLT 
pract itioners use no punishments or time out, or consequences (negati ve or positive, no 
" if-then" contingencies). If a child needs to move a littl e further away from the group to 
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avoid disruption and calm down, to get a drink of water, he is quickl y helped right back 
into the acti vity. The philosophy is to help the child regain control and move right back 
into the acti vity at hand. There are no contingency expectations. 
Emphasis on the arts as an equal part of the program is yet another unique strength . 
Additionall y, everything is taught in contex t rather than isolation [like some other 
approaches]. The frequent vacation policy is yet another unique aspect of DLT where 
children are expected to go home, and in partnership with the child 's parents and other 
families, generalize all that is learned in school. PE (not adapted PE) and other acti vities 
at BHS are " normalized" to help with th is goal of famil y and community integrati on. 
Yet another unique aspect of DL T is the Emergence Program where students prepare 
for successful transition to interdependent living in specially built modules that simulate 
li ving in the community. An outgrowth of thi s program is that parents of a number of 
Higashi students have organi zed adult "Higashi homes" where students can carry on 
li ving the Higashi program empowering them to work and meaningful participation in the 
community rather than go ing to a sheltered workshop. 
Graduates of BHS also maintain contact with the school as part of the Higashi family 
after graduati on by attending the numerous events BHS hosts during the year. 
Arnold Miller 
Dr. Miller indicated the emphas is and ex ploitation of systems at all leve ls of 
functi oning as a unique strength of the Mille r Method . A system is defined as an 
orga ni zed unit of behav ior around an object, person, event , or thought. Systems can 
occur at the ac ti on , perceptual, or conceptual leve ls. For example at the conceptual level, 
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Arnold pointed to an example of a child with Asperger Syndrome hav ing a tantrum due 
to an improper handling of a disruption in the boy ' s school schedule system , resulting in 
the boy biting his teacher and having a tantrum . In addition to explaining behavior, 
system theory can be used to constructively disrupt the boy 's verbal systems on various 
topics to increase his repertoire of conversational material. 
Arnold also mentioned that his approach has great flexibility in meeting the special 
and diverse needs of the child. Additionally, there is an emphasis on looking for capacity 
of a child based on a ratio of aberrant to functional behaviors. The goal is to increase 
capacity by redirecting aberrant to functional behaviors . Yet another area of strength and 
uniqueness Dr. Miller mentions is in not waiting for a child to produce a behavior. 
Behaviors that are lacking , such as the simple idea of picking up and dropping objects, 
will be introduced by developing a dropping system to introduce thi s behavior. This 
system would be though to be at the action level. Eventually more complex systems will 
be introduced. 
A disruption of a system at the perceptual level might play out as where a child may 
need to straighten out a person's hat , g lasses, or tie . The swinging ball used in one of the 
Umwelt subtests that is suspe nded from the ceiling is considered as a perceptual system 
disruption as well. 
Dr. Miller stated that the ab ility to explain behav ior in terms of systems, and as a 
result , being about to use system theory to guide spec ifi c interventions is unique to the 
Mill er Method. Arnold commented that some approaches are vague on theory and the 
gap between theory and how to handle particul ar situations as being very frayed. 
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Serena Wieder 
The greatest strengths of DIR according to Dr. Wieder are that it is a developmental 
in nature , it takes into account indi vidual differences, and the approach emphasizes the 
human world of relationships. Other strengths Serena mentioned include consideration of 
the environment and dealing with emotions. Additi onall y , Serena mentioned 
comprehensiveness as a strong point. F inall y, Dr. Wieder pointed out that DIR is based 
on a model , meaning that theory drives the interventions , as opposed to a technique-based 
approach . 
What about your method differenti ates it from the others? 
Tristram Smith 
Tristram mentioned that whil e it may be diffi cult to walk into a classroom without 
any background on how the interventions are set up it is diffi cult to diffe rentiate between 
ABA , TEACCH or some other approaches. However , specific "giveaways" denoting an 
AB A approach would include "huge data books" fo r careful data collection and analysis 
as well as applicati on of di screte trial train ing . 
Gary Mes ibov (Additionall y , Gary was as ked on what diffe renti ates TEACCH from other 
methods in the same questi on) 
According to Gary , the soc ial cogniti ve component of TEACCH where the foc us is 
on he lping them to fee l better and acco mpli sh more rather than curing aut ism is a big 
di ffe renti ator. There is a greater foc us on thinking and understandi ng rather than 
behav ior modificati on. Gary considers TEACCH to be more child-centered then other 
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approaches, except for DIR . In other words, rather than making the child f it a mold , you 
fo llow the mold the child has created. 
Ann Roberts 
Dr. Roberts indicated that this things mentioned in the prev ious questions also 
differenti ate DLT fro m the other methods. Some additional areas of diffe rent are as 
follows . Although the program was Japanese in origin , it is now truly Japanese-
American . BHS also ac tively seeks teachers from other countries as we ll such as Kenya. 
The constant interchange of ideas from multi-cultural perspectives res ults in many new 
ideas. 
Another area of differenti ation is that students exercise all day long in one way or 
another. All students pass through multiple classrooms during the day for their subjects . 
The high energy of the program diffe rentiates what ends up be ing a se lf-se lected high-
energy staff. Schedules are predictable and the fas t (not too fas t) pace keeps children 
engaged with less off- task behaviors. T he fact that the very high total amount of 
opportunity for movement is part of the educati onal philosophy is another differentiator. 
Yet another differentiator is that the BHS program is very open. Visitors can observe 
at any time. DLT practiti oners beli eve that hav ing visitors shoul d be a part of the 
students' educati on as they learn to be soc iable for a period of ti me and then go back to 
work. 
Arnold M iller 
As Dr. M iller discussed in the prev ious quest ion , the ex plo ita tion of systems theory , 
and in particul ar , the idea of disrupting the system to induce intentional behav ior 
406 
differentiates his approach from the others. For example, if a child repeatedly pouring 
water from a bottle has that bottle suddenl y removed , he will often continue making 
inadvertent hand motions as if he was sti ll pouring the water. This motion can be 
responded to and becomes the communicative sign for pouring . Exploiting system 
disruption thi s way to achieve developmental gains is considered a unique strength to the 
approach . 
Arnold indicated that other approaches have bon·owed some of these concepts from 
the Miller Method but the emphasis on employing systems theory for explaining and 
intervening for behavior remains primarily of the Miller Method. 
Serena Wieder did not give a discrete answer for this question as she indicated that 
previously discussed material covered this area. 
In your opinion, where does the greatest gap exist in research, which has filled or might 
prove to benefit the greatest number of children on the auti sm spectrum? 
Tristram Smith 
Tristram mentioned a big upsurge of research on eti ology, genetics, neuro imaging, 
and defining the characteristics of autism. He feels treatment research is lagg ing and 
c ited that there were no studies on comparing different approac hes such as ABA and 
DIR . In other words, there is a lot of clinical evidence onl y for a number of popular 
interventions and others that have bas ica ll y not been studied such as sensory integration 
and types of speech therapy. 
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Tristram emphas ized the need for treatment research in order to best match an 
individual with auti sm to an appropriate treatment . At the same time , Dr. Smith noted 
that people with autism potentially have many strengths and skill s to contribute to the 
community and that interventions are also needed for people less severely affected wi th 
auti sm. Continuing with thi s though Tristram also mentioned the plight of persons with 
auti sm who fall between the cracks of the developmental disabilities systems and the 
mental health system. Having a better idea of what certai n interventions are capable of 
for these people will be very helpful. 
Gary Mesibov 
Treatment research , is where Dr. Mesibov sees the greatest ga p in research. Gary 
suggests that research into treatment is difficult in auti sm due to the population being 
such a discrepant group of people. Gary indicated that many research strateg ies ass ume 
that most people's behavior falls into a narrow range with measurement becoming easier 
as the range becomes narrower. The individual differences make the world interesting 
and that is what becomes what is known as "error" in statistics. Gary suggests that in 
auti sm the error [differences] is even bigger than in the typical population. 
So whil e everyone wants more treatment research , it ' s reall y hard to do it in a way 
that conforms to bas ic sc ienti fic conventions. Gary ca ll s fo r a different type of paradigm 
but remained at a loss to describe what that paradigm would be at thi s time. "[T] he 
greatest need li s] that we need a much better way , much better ways to eva luate 
treatment." Some characteristics of thi s paradigm , according to Gary includes hi ghl y 
systemized study on whether children are mak ing progress. He also wou ld like to see 
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work on identifying subgroups that work better with certain strategies. For example, he 
would like to get to point where one could predict where TEACCH might work better 
than ABA or other approaches for deve loping certain skill s and whether particular 
strategies match certain people better. Gary knows of no research like this. Dr. Mesibov 
also pointed to the huge number of uncontrollable variables that one would have to take 
into account for such study such as getting larges "N's", finding fam ilies willing to stay 
long term in a study [3 years] to see if it works, truly randomized treatments, 
homogeneity in home life , and previous interventions the child has gone through , in order 
to begin to look at potential group differences. 
Dr. Mesibov noted attempts from Eric Schopler in trying to initiate discussion on new 
paradigms but the tendency for people to show that their method is better than everyone 
e lse's gets in the way. Gary wishes he knew the answer to this challenging problem . 
Ann Roberts 
Dr. Roberts focused on two major areas of need. This first would focus on the causes 
of autism rather than a single point of etiology. Ann be lieves that many causes have been 
found and that many more await discovery. The second gap Ann points to is in research 
focused on life long needs of people with autism and successfully prov iding for those 
needs. Dr. Roberts is appall ed by the lack of funding available. She noted there was 
limited funding for very high functioning children for trans ition into adulthood but almost 
none for the ch ildren more severely affected. A ll ow ing these children on have quality of 
life for the rest of the ir li ves and what support services are needed to make thi s happen is 
where Ann would like to see research fund s go ing. In other words, research fo r the 
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multiple causes of autism as well as research fo r the here and now. 
Arnold Mill er 
Although Arnold feels there are many areas where research is needed , he foc used on 
the proliferation of approaches having little or no substantiation on research . He 
mentioned the work we had put into comparing diffe rent methods using a standardized 
set of questions enabling one to determine relati ve strengths and weaknesses other 
approaches. An outgrowth of this work resulted in a study recentl y submitted for 
publication by Dr. Miller using the Miller Diagnostic Survey (MDS) . Some preliminary 
suggestions from this study indicate younger children are not more responsive to 
treatment then older children (for an age range of 48-60 months), and that children with 
less aberrant functioning differenti ated sharply in the soc ial skills area. Some of the 
suggestions ran counter to the usual ax iom causing Arnold to conclude that we cannot 
accept "truths" about autism without proper research. 
Another area of contribution of the Miller Method is the idea of categorizing children 
in terms of tending towards closed system disorder and system forming di sorder . Arnold 
views the current term "auti sm" as too generic to be useful causing a need for lines of 
demarcation or subtyping resulting in a better level of description. In other words, Dr. 
Miller , sees thi s as a considerable gap in research. 
Dr. Miller sees great importance of developing the ability to compare the approaches 
such as the Miller Method, ABA, TEACCH , and the Higashi School [Dail y Li fe 
Therapy]. Relational Development Inte rventi on (RDI) by Steven Gutstein was purposely 
left out because Miller views most of the approach as bei ng borrowed from his own : 
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almost to the point of being a clone. Unbi ased research on comparati ve approaches is 
another gap according to Arnold Miller. 
Serena Wieder 
Dr. Wieder indicated that some of the biggest chall enges fac ing research include lack 
of fide lity of intervention and diffi culties in accounting fo r the vari ability in children with 
auti sm . Serena suggested that breaking down research according to diffe rent profile 
types in autism would obtain better results. Dr. Wieder mentioned that she is working on 
differentiating between the subgroups of children with autism so that interventions can be 
customized to more effecti vely meet the ir individual needs. 
Looking at our culture's acceptance of childre n on the autism spectrum , what changes 
have you seen from the time when you have started until the present , what do you see in 
the future fo r children on the auti sm spectrum in thi s society , what changes in public 
po licy would be most useful to enri ching the li ves of children with auti sm and prov ide 
the greatest benefits to their fa milies? 
Tristram Smith 
Tri stram indicated that the f irst inclus ion outcome studies he was invo lved in dur ing 
the 1980 's were only poss ible because he concealed the diagnoses of the children from 
the teachers . T he 1990 ' s brought a movement towards inc lusion to where now it largely 
accepted that people with auti sm and other diagnoses shoul d be given an opportunity to at 
least parti cipate in regular educati on and community settings. However , obta ining 
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needed service can still be difficult or impossible depending on the area of the country . 
Dr. Smith indicated that the variability in the quality of intervention increases as the 
child enters school through adulthood where there is a real falling off point. Consistent 
commitment through the lifespan to what is sometimes very specialized of focused 
intervention is needed. Sometimes only a few hours a day or week of support is all that is 
needed. 
Gary Mesibov 
Gary noted that there is been a large increase in society ' s acceptance of children on 
the autism spectrum. He noted that the differences people with autism had initially 
frightened people but having more people with autism publicly contributing to the 
community has lessened this reaction ; even for those with autism having greater 
difficulty and are struggling. Gary noted that people his age never saw , or perhaps saw 
one or two people with disabilities in their grade school classroom whereas today it 
would be an exception not to have exposure to classmates with disabilities in the 
classroom . Education and awareness seems to be key in initiating a positive attitude 
towards people with autism. 
The second half of the question relating to committing lifetime resources is much 
more difficult. Gary is impressed with the TEACCH employment program; and in 
particular how much people with autism can accomplish with just a little extra help , 
support , or supervision-- and how quickly things deteriorate when that little bit of 
support is not supplied. 
Gary spoke of the total lack of support for adults with autism and how for a relatively 
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small amount of money , you can have people who will now be able to support themselves 
instead of going on and remaining on public ass istance. 
Ann Roberts 
Dr. Roberts reports that she is pleased to see the demise of the blame game in terms if 
etiology promoted by Bruno Bette lheim , but does witnesses famili es sometimes getting 
stuck in either looking fo r the cause, worrying about whether they are doing enough for 
their child , or chasing fads. Ann also noticed a decline in shame from hav ing a child with 
autism . Peers , parents and others are much more open about talkjng about a person with 
autism they support even from just ten years ago [in the mid 1990 's] . 
Greater recognition of auti sm as a neurodevelopmental , rather than a mental di sorder 
has helped . Anti-bullying programs in schools along with integrated classes have helped 
teachers develop greater tolerance as well. On the other hand Dr. Roberts reports that 
students have mixed fee lings as to the success have hav ing children with autism 
combined with an one on one aide creates tolerance or frustration . In general Ann sees a 
greater acceptance of people with difference in general in society. 
For the future, Ann recommends greater support by creating safer small 
subcommuniti es with in the larger soc iety; pe rhaps li ke the "Co-housing movement in the 
1980 's , which is a type of planned community . In a planned community setting there 
could also be provi s ions for people more severe ly affected with auti sm to li ve in group 
homes yet still able to parti cipate in the community to the ex tent of their capab ility. 
Arnold Miller 
Dr. Miller reported when he worked with the first child on the auti sm spectrum in 
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1953 that the psychoanalytic theory of maternal deprivation was pervasive. Treatment 
consisted of the clinician taking candy out of his or her breast pocket and feed the child in 
an attempt to remedy assumed oral deprivation. After spending several years using this 
approach , Arnold found that there were no apparent gains in the functioning of children 
with autism. 
In brief, when Arnold stat1ed in 1953 there was inappropriate optimism based on 
fixing children by providing for deprivation experiences earlier. That later turned to 
hopelessness where parents were told to institutionalize their children with autism and to 
have another kid. Later , as different approaches have been developed , optimism has 
increased. 
Dr. Miller sees that acceptance of children with auti sm in general society has a long 
way to go. Children are either romanticized as in the movie "Rain Man" or regarded as 
disposable whereas Arnold sees the truth being in the middle. According to Arnold , most 
child can make significant gains , however , no matter how far they go there will always be 
residuals. 
Arnold sees gradual incremental acceptance by society of the roles and contributions 
that people with autism can make. Possible employment choices Dr. Miller mentioned 
included computer tasks and bank tellers where obsessive precision is an asset. In short , 
finding the best matches for where people with auti sm can fit. 
In terms of public policy , Arno ld would like to see a reinterpretation of the impact 
au ti sm has on the lives of people and that an appropriate climate for ch il dren with autism 
is needed . Dr. Miller recommends a climate be a mix of routine order and progressive 
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disorder so that children with autism learn to cope with variability in everyday life. 
Insofar as education , Arnold would like teachers to take more into account the 
differences children with autism have. He suggests that inclusion may be overused and 
that there are some situations where an inclusive setting is not appropriate. However, 
with proper preparati on and support of the child , inc lusion can be very beneficial. 
Serena Wieder 
Dr. Wieder credits the biggest changes are being driven by parents demanding to 
know more about their children, asking fo r more research, treatment , service, and 
awareness. Serena commented that she has not seen thi s type of parental involvement 
and driving of agendas in other childhood emotional or mental disorders. 
As for cultural acceptance, Dr. Wieder sees a continuing and compelling need for 
greater inclusion and understanding. She believes thi s will be hard won. Serena would 
like to see greater community supports such as in Boy Scouts and that educati on is the 
key. She noted through personal observation that other countr ies and cultures without 
such a complex array of Special Education services end up including the ir children with 
special needs in regular educati on . She won·ies about the possibility of po larizing 
services on way or the other and not hav ing the flexibility or resource to provide for 
children 's needs. Dr. Wieder sees parent advocacy as the key driving public policy. 
Serena also mentioned a goa l of bringing DIR to the educational level and maki ng it 
ava il able to all children. 
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Let us suppose that , ugh , tomorrow JAMA comes out with an article that says, we found 
that autism etiology is based on a di sruption in the endocrine system. And by putting 
certain eye drops into babies when they are born, we are able to eli minate any possibility 
of autism ever occurring. What would you do? 
Tristram Smith 
Tristram indicated that hi s response would be to immediately set up a study to see if 
the findings could be replicated. Dr. Smith indicated that there was an even larger 
question of whether eliminating autism would be a good thing. Getting back to the first 
question , Tristram would strongly consider the "eye drop" approach versus ABA if it got 
the job of helping people with autism done faster. He also expressed that ABA and other 
approaches developed for autism have much potential use for children with other 
developmental delays or behavioral challenges. 
However , Dr. Smith questions the value of eliminating autism altogether and 
expressed a need for diversity. For example, he mentioned how Ivar feels that "outlier" 
salmon that swim upstream during the "off' months of December and January are just as 
potentially valuable as the ones traveling upstream during the "average" months of 
September, October , and November. In other words, different personality types are 
important and should be promoted rather than homogene ity . Tristram goes further to 
state that it would be a shame to get rid of the "whole spectrum of autism" via eye drops 
if that were possible and lose the many contributions of people who may ha ve been on 
the spectrum . Yet, he stressed the importance of ameliorating the debilitating aspects of 
auti sm . 
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Gary Mesibov 
Gary is sure that he would f ind something else to do . However, he has mixed 
reactions to the questions. On one hand Dr. Mes ibov would be happy for the families 
wishing for a cure and thi s treatment would be a great advance in th is area. On the other 
hand , Gary refers to people with auti sm such as Temple Grandi n who value themselves 
as they are and they don' t want that taken away. Gary also commented on hi s lack of 
experience in be ing a parent of a child with autism so he does not fee l qualified to dictate 
the ir choices and desires. 
Dr. Mesibov indicated the d iversity people with autis m bring into his life is 
irreplaceable and he likes it. However , if a cure for autism ex isted and was implemented 
he would find something e lse to do. Part of what Gary suggests makes this question 
difficult is that there is a lot of suffering and diff iculties w ith auti sm and to remove that is 
to also remove the enri chme nt and di versity thi s population of people brings to us. 
Ann Roberts 
Ann exclaimed that such a situation would be phenomenal. She would be fasc inated 
on the breakthrough intellectually in how the cure worked on various bodily systems. 
Add itiona lly, she would be happy fo r all the families and children who coul d now enjoy 
rich li ves together . 
Gi ven that Ann also has a pri vate therapy prac ti ce, she does not fee l dependent on the 
treatme nt of auti sm to make a living. Ann theorized that the teachers of Boston Higashi , 
hav ing many teaching ski ll s, coul d f ind jobs teaching peop le - as they do anyways. First 
and fo remost, Dr . Roberts looks at the educators at BHS as teachers f irst but those who 
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teach children with autism. The skills and concepts taught at BHS can be generalized to 
other children. Ann then referred back to the Musashino Higashi Gakuen where DLT 
was developed and that fact that there are now 1 ,500 students, of which 1,200 are typical 
children . And they all get successfully educated. 
Arnold Miller 
Arnold began hi s response to this question with an example of a parent who ' s J 9-
month old was going through chelation. The parent 's expectation was that the child was 
going to become completely normal. However , Dr. Miller pointed out that even if cured, 
there would still be developmental gaps or issues to deal with. There would still be a 
need for the Miller Method . Additionally, Arnold claimed that he "would be in business 
for a long time" due to other populations of people with aphasia, mental retardations and 
other disabilities. 
Miller ended with hi s thought that more medications will be found or developed to 
ease certain symptoms as well as work on genetics. He sees gene research as having the 
most promise on turning around or interrupting the hereditary component of autism . 
Arnold strongly felt that people with autism had contributions to make to soc iety . He 
gave an example of the author 's ability to scan a page of text and graphics and 
immediate ly be able to spot the typos and misalignments. Dr . Miller suggested that many 
people with high functioning autism often do best where their interactions are mediated 
by , for example , a computer. Other employment poss ibilities Arnold menti oned included 
engineering , physics, and mathematics where nuanced communication is not a 
prerequi site for success. 
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Dr. Miller also stressed the importance of matching the requirements of a position to 
the capabilities of the person with autism. Counseling by a person sensitive to the 
characteristics and needs of a person with auti sm was also considered helpful by Arnold 
Miller. 
Serena Wieder 
Dr. Wieder 's immediate response was that it was great fantasy that she would like to 
see come true. However, she was sure that the rest of her life would be spent working 
with children and families on development . She indicated that her whole working life 
has been spent making people 's li ves better from different angles . 
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APPENDIX l 
LETTER TO THE DSM IV-TR TASK FORCE AND ALLEN FRANCIS 
Al len Francis 
Dear Dr. Francis: 
Stephen M. Shore 
90 Waverley Ave. 
Newton, MA 02458 
617-332-3198 
2 November 2007 
I 've just completed my dissertation on Examining Five Promising Approaches for 
Treating Children on the Autism Spectrum. I am also the author of 3 books on autism 
disorders and have had the privilege of lecturing worldwide on this topic to professional 
across disciplines . 
l am convinced that the autism spectrum disorder as detailed by the DSM is outdated 
to the point where it is now creating considerable harm with respect to the provision of 
appropriate assessment and referral to interventions of indi viduals commonly believed to 
be identified. 
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For example, it is commonly recognized that a person with High Functioning Autism 
or Asperger Syndrome such as myself is not simi lar in with respect to diagnosis, 
treatment and protocols as an individual whose life is significantly limited by the 
behavioral and psychiatric manifestation found among those with the most consequential 
degree of autism related disorders. 
I will be happy to provide you with a copy of my dissertation to be distributed among 
the members of the task force at your discretion or provide you with additional 
consultation if it will be helpful in your ongoing revision to the DSM. 
I believe the number of people on the spectrum is inflated in part as a result of the 3rd 
party treatment (insurance providers) which can at times deny children and youths the 
treatment practitioners believe is most appropriate and cost effective. 
Enclosed please find a copy of my curriculum vitae. 
Truly yours, 
Stephen M. Shore, Ed.D. 
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